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Astériadés, T.: Severe Infections of Dental Origin 
(Des infections graves d’origine dentaire). J. de 
chir., 1924, xxiv, 276. 


The author reports five cases of severe infection of 
dental origin. 

The first case was that of a young man who de- 
veloped a swelling in the neck and submaxillary 
region a few hours after the extraction of a tooth. 
Three days later the neck was opened from the 
symphysis of the jaw to the hyoid bone and a 
watery, foctid, and gaseous discharge was evacuated. 
In this discharge, anaerobic bacteria and sap- 
rophytes were found. The treatment consisted in 
the injection of normal salt solution, camphorated 
oil, strychnine, electrargol, and Delbet’s vaccine, 
and the use of Dakin’s dressings. Recovery fol- 
lowed after forty-two days. 

The second patient developed an abscess of the 
orbit and thrombophlebitis of the cavernous sinus 
following extraction of a tooth. Death occurred 
after twelve days. Autopsy revealed an infiltration 
of the entire retrobulbar area by a dark fluid and 
thrombosis of the ophthalmic vessels and cavernous 
sinus. 

In the third case Ludwig’s angina and gas gan- 
grene of the left pterygomaxillary region developed 
after incision of the gum over a wisdom tooth. Re- 
covery followed the intravenous injection of poly- 
valent anti-gangrene serum. 

Case 4 was that of a woman 20 years of age who 
developed a deep temporomaxillary phlegmon on the 
right side, orbital abscesses, and thrombophlebitis 
of the cavernous sinus following infection of a tooth. 
The first and second lower molars were found bathed 
in pus from an open alveolar abscess. The teeth 
were extracted and an incision was made along the 
anterior border of the sternocleidomastoid muscle, 
but the condition become steadily worse and death 
followed. 
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The author states that some phlegmons of dental 
origin which burst through the periosteum are con- 
fined in the neighboring tissues or reach even distant 
cellular tissue without involving the lymphatics. 
Others involve the lymphatics first. The submaxil- 
lary lymph nodes, which receive all of the lymphatics 
from the mouth, become involved by inflammation, 
but the submaxillary gland is rarely affected. 

The author considers his cases of Ludwig’s angina 
as remarkable since only anaerobic bacteria were 
found. KELLOGG SPEED, M.D. 


EYE 


Graves, B., Butler, T. H., Goulden, C. B., and 
Others: Discussion on the Microscopy of the 
Living Eye. Brit. M.J., 1924, ii, 756. 


Graves’ discussion of the physiological aspect of 
microscopic findings in the living eye is limited to 
two features, the optical section of the normal 
ne fluid and the optical section of the normal 
ens. 

Notwithstanding the fact that the normal aqueous 
fluid is customarily regarded as optically empty, it 
is slightly relucent. In the observation of an area of 
aqueous fluid so illuminated by the ribbon-like beam 
that it more than covers the diameter of the field of 
observation, it is impossible to see the beam when 
the fluid is normal. To detect the relucency of the 
normal aqueous it is necessary to obtain the con- 
trast between the illuminated beam and a non- 
illuminated portion of the same field. 

The relucency of the aqueous can be demonstrated 
by arranging the field so that the beam illuminates 
one-half of it while the other is dark; or still better, 
by using a very small round beam obtained with the 
o.5- or the 1.0-mm. dot diaphragm. It is necessary 
to load the nitra lamp to the maximum of its current 
capacity, to have the room absolutely dark, and to 
be sure that the beam does not strike the iris. The 
observer should see the round corneal beam on one 
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side of the field and the beam as it enters the lens on 
the other. The illumination should be focused mid- 
way between these two levels. The microscope 
should be focused on the illuminated aqueous fluid 
and the slit-lamp arm oscillated slowly up and down 
so as to give movement to the faint beam, thereby 
making it seen more easily. 

In order to differentiate the normal from the 
pathological, it is important for the clinician to 
appreciate the range within which the relucency of 
the aqueous fluid may be said to be normal. A 
slight increase in the relucency occurs in various 
pathological conditions. 

The second point in the discussion has to do with 
the cross section of the lens. An inconstant feature 
of the optical section of posterior, and sometimes of 
the anterior, lens cortex is that a restricted portion of 
this differs from the rest of the lens section by having 
an almost metallic lustre. This is best seen in a senile 
cortex. It is a small section seen best in the posterior 
cortex just anterior to the posterior subcapsular or 
reduplication line. It is also seen in the correspond- 
ing anterior cortex. It is most plainly visible when 
the posterior capsule behind it is viewed along the 
axis of its specular reflection. 

Briefly the phenomenon results from the summa- 
tion of multiple specular reflections from the lami- 
nated structural elements of the cortex. To ascer- 
tain why it differs so markedly in different persons 
much study will be necessary. It is supposed that 
from the years of adolescence changes occur in the 
cortices of some persons which can be understood 
only by studying this view. This study may lead to 
the recognition of presenile cataractous changes. 

BUTLER discusses the pathological aspect of the eye: 
corneal ulcer, superficial keratitis, herpes ophthal- 
micus, keratitis disciformis, folding of Descemet’s 
membrane, and interstitial keratitis. 

If a corneal ulcer is stained with fluorescein, the 
green coloration will be found to spread along the 
lymph spaces and to penetrate deeply into the sub- 
stance of the cornea. This shows how easy it is for 
septic material to spread in the tissues of the cornea 
and why a septic ulcer so often gives rise to cyclytis 
with the formation of hypopyon. 

In superficial keratitis the slit lamp with its accu- 
rate localization enables us to decide whether the 
abnormal state is wholly superficial, external to 
Bowman’s membrane; whether it is located in the 
corneal stroma, but in its outermost lamelle; 
whether it is fully interstitial; or whether it is con- 
fined wholly to the deeper layers of the cornea, per- 
haps affecting only the endothelium. 

Herpes ophthalmicus may cause a characteristic 
lesion lying in the superficial layers of the stroma 
just inside Bowman’s membrane. The findings in 
this condition which are made with the loupe and 
the focal illumination of a half-watt lamp are com- 
pared in illustrations with those made with the 
Czapski microscope and the slit lamp. 

In a case of keratitis disciformis examined with the 
slit lamp corneal vessels were found in the stroma. 


Central keratitis may leave permanent folding of 
Descemet’s membrane and occasionally also of 
Bowman’s membrane. 

Folding of Descemet’s membrane can be seeii with 
the slit lamp in most inflammatory states of the 
anterior segment of the eye and are almost constant 
after operation on the cornea. They are invariably 
present in interstitial keratitis. 

In cases of interstitial keratitis which might be re- 
garded as cured, we may find with the aid of the slit 
lamp that the vessels are not, as imagined, function- 
less and atrophied, but still carry an active blood 
stream—that the disease is by no means at an end. 
The endothelial surface of the cornea is easily seen 
because the posterior surface is sclerosed and reflects 
light better than the corneal surface. This appear- 
ance is very characteristic of the disease. 

In the anterior chamber, keratitic precipitates 
can be detected with the slit lamp when they are so 
small that they would be overlooked in the older 
method of examination. Black keratitis precipitates 
are very common after operations involving the iris, 
but are harmless. The detection of floating particles 
in the aqueous is of very great importance. This 
can be done with the use of the pin-hole diaphragm. 

In the examination of the iris the great advantage 
of the slit lamp is that, in addition to giving a highly 
magnified stereoscopic picture of the superficial 
area, it makes it possible to illuminate from behind 
and to see the iris in the lens light. If there is any 
atrophy of the retinal pigmentary layer or any holes 
in this tissue, the light shines through. 

The various forms of cataract can be localized and 
minutely examined with the slit lamp and Czapski 
microscope. It is often possible, as the result of this 
localization, to decide at what period of life an 
opacity developed. Each region of the lens has its 
own type of cataract. Immediately under the cap- 
sule vacuoles and lamellar cleavage are found. The 
cortex shows cavities full of fluid and areas of de- 
generated fibers. In old age the central nuclei are 
liable to undergo sclerosis and pigmentation. In- 
fantile and embryonic nuclei may be the site of con- 
genital cataract and lamellar cataract. Capsular 
cataracts cannot be dated chronologically for the 
capsule covers each nucleus in turn. Coronal cata- 
ract is neither congenital nor stationary. It devel- 
ops during adolescence. 

In the examination of the vitreous it is difficult to 
separate the physiological from the pathological. 
The ability to do this can be obtained only by con- 
stant application and long experience. . 

The examination of the retina with the slit lamp 
calls for special arrangements and a high degree of 
technical skill. Therefore it does not come within 
the scope of ordinary clinical work. 

GouLDEN discusses the reflecting surfaces of the 
eye, each of which, acting as a mirror, may show 
three methods of reflection: 

1. Regular reflection, by which light rays produce 
an image of the luminous source where the rays 
meet. 
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2. Diffuse reflection, in which light is reflected 
from any object that is visible. 

3. Specular reflection, such for example, as the 
reflection made by a blackboard which makes it 
impossible to see what is written upon it. 

The specular reflection from the anterior surface 
of the cornea was always considered a nuisance until 
Vogt pointed out its clinical use. Certain things can 
be seen in the area of specular reflection which can- 
not be seen by other means, namely, minute in- 
equalities of the surface such as changes in the 
superficial epithelium due to glaucoma and small 
irregularities in the epithelium. Reflection from the 
posterior surface of the cornea is not nearly so bright 
as that from its anterior surface. Its observation re- 
quires a large angle between the illuminating source 
and the normal to the cornea and an equally wide 
angle of observation. 

It is the specular reflection which is of chief 
value. This enables us to see the endothelium of 
Descemet’s membrane and certain changes that take 
place in it. 

The anterior capsule of the lens is not perfectly 
smooth. Because of this fact a fine shagreen is noted 
in specular reflection. A shagreen is seen also in 
specular reflection from the posterior surface of the 
lens. In such diseases as in retinitis pigmentosa 
Vogt noted a peculiar iridescence from the posterior 
surface before any opacity had developed. By this 
iridescence it is possible to distinguish a complicated 
cataract from a senile cataract. 

MorGAN reports the findings in fifteen cases of 
cyclitis. Seven patients had a positive Wassermann 
reaction. In two cases the test was not made. 
Keratitis punctata could be seen with the loupe in 
nine cases and with the slit lamp in four cases. In 
two cases it was apparently absent. The aqueous 
flare described by Graves. was present in nearly 
every case, and in most of them definite formed 
particles could be seen. The presence of deposit on 
the anterior lens capsule has no relationship with 
that on the endothelium of Descemet’s membrane. 
When the deposit was most thick on the lens the 
iritis was most dominant. Iridescence of the poste- 
rior capsule was visible in five cases. Usually the 
retrolental space remained empty, although the 
vitreous might be densely packed with deposits. 

NEAME reports a case of stellate opacity of the 
lens following trauma which disappeared completely 
in a few weeks. Lyman A. Copps, M.D. 


Lee, F. H.: The Importance of Testing the Ocular 
Muscles in the Diagnostic Directions. Am. J. 
Ophth., 1924, 3 Ss. vii, 838. 

Lee calls attention to the anatomical relations of 
the globe, eye muscles, and orbit to stress the im- 
portance of testing muscles in the direction of their 
major action. 

The inner wall of the orbit and the optic axis are 
practically parallel while the line of the vertical 
tecti forms an angle of 22 degrees with the inner 
wall and the optic axis. To attain the major action 


of these two muscles the optic axis must therefore 
swing out 22 degrees. 

It is the author’s contention that the functioning 
power of the muscle cannot be tested properly 
unless the eye is rotated into a position making the 
optic axis parallel with the line of major action of 
the muscle. Vircit Wescott, M.D. 


O’Connor, R.: The Diagnosis of Vertical Deviations 
of the Eyes. Brit. J. Ophth., 1924, viii, 449. 


In O’Connor’s opinion, the most common cause of 
the persistence of asthenopia after accurate correc- 
tion of a refractive error and any apparent hetero- 
phoria is a hidden deviation. A complete and accu- 
rate diagnosis of heterophoria, in kind and degree, 
can be made only with the aid of prolonged monocu- 
lar occlusion (Marlow). By ‘prolonged occlusion 
of one eye” is meant interference with binecular 
vision for a period of six days or two weeks, with a 
test of the balance every three days. Occasionally 
considerable heterophoria is revealed in this way. 
O’Connor thinks that in such cases there are true 
deviations because prisms prescribed on the basis 
of the patch measurement do not cause the appear- 
ance of an opposite test measurement, and cases 
operated upon on the same basis do not develop the 
opposite condition, even when occlusion is effected 
later on to determine this point. 

O’Connor ascribes the vertical deviations found to 
a previous partial paralysis. To correct this he uni- 
formly does an advancement or other shortening 
operation. 

Of eighty patients whose cases are reviewed the 
majority were entirely relieved as the result of the 
author’s treatment with prisms and operation. As 
the case histories are necessarily very brief, a true 
estimate of the procedure cannot be obtained from 
this report. Tuomas D. ALLEN, M.D. 


Whitmire, A.: A New Operation for the Correction 
of Squint. N. Orleans M. & S. J., 1924, Ixxvii, 
200. 


The operation described is a modification of the 
Reese procedure. It consists in placing a scleral 
suture ‘‘at any accessible distance from the limbus” 
to fix the tenotomized end of the opposing rectus. 
The author states that his patients have discarded 
their glasses following the operation and their 
general health has shown marked improvement. 

Vircit Wescott, M.D. 


Joseph, H.: Experiences in Blepharoplasty (Er- 
fahrungen bei Blepharoplastik). Beitr. klin. 
Chir., 1924, Cxxxi, 52. 

Joseph reports experiences in plastic operations 
on the eyelid performed in the Hospital for Injuries 
of the Jaws and the Charity Hospital at Cologne 
during the period from 1916 to 1920 and in private 
cases treated since 1920. The case histories are sup- 
plemented with photographs. In most of the cases 
there was an injury of the lower lid or a prosthesis 
was worn because the ball was lost or shrunken. 
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Dissolution of continuity without loss of tissue was 
repaired by suture following excision of the scar 
tissue and immobilization of the edges of the cut. 
When the islands of mucous membrane remaining 
were not sufficient for the restoration of the internal 
surface of the lid and when with a large defect in the 
skin or lid there was involvement of the neighboring 
skin and conjunctival areas by scar tissue, compli- 
cated methods were employed. The description 
of these methods must be read in the original 
article. 

In cases with simple defects in the skin of the lid 
good results were obtained with the use of a sliding 
flap derived from the temple or the cheek. In cases 
of large defects a flap was obtained from the fore- 
head according to a modification of Meyer’s meth- 
od. In cases of total loss of the lid in which it was 
impossible to obtain sufficient material to line the 
conjunctival sac, the flaps from the forehead were 
extended to the region of the temple and then sewed 
in doubled so that the thinner skin of the temple 
served as a supplement to the conjunctiva. 

When the conjunctival sac was too shallow, an 
attempt was made, with varying success, to deepen 
it by suturing inlays of epithelium over a lump of 
tissue. When, in addition to the lid defect, there 
was a larger defect in the cheek, the entire defect was 
covered with a long flap derived from the skin of the 
chest. In complications with bone defects excellent 
results were obtained from the implantation of 
pieces of cartilage from the ribs. All of the more 
extensive plastic operations on the lids were carried 
out over provisional prostheses. The permanent 
prostheses were inserted only when it was evident 
that there would be no further shrinkage of the soft 
parts. Smaller corrective procedures were seldom 
necessary. Riess (Z). 


Ferree, C. E., and Rand, G.: The Effect of the 
Brightness of the Pre-Exposure and Sur- 
rounding Field on the Breadth and Shape 
of the Color Fields for Stimuli of Different 
Sizes. Am. J. Ophth., 1924 3. vii, 843. 


This work was done on the illuminated perimeter 
of 7-ft. candles. White, black, and gray were used 
as pre-exposure and surrounding fields. The stimuli 
employed were red, green, and blue subtending a 
visual angle of 2, 1, 0.5, and 0.17 degrees. The 
widest angular limits of the color zones were noted 
when the pre-exposure and surrounding field were 
of the same brightness as the color except in the case 
of blue. 

With the white pre-exposure and surrounding 
field the size of the field was reduced as follows: 


Visual 
angle Red Green Blue 
Degrees Per cent Per cent Per cent 
2 16.9 7-5 9. 
I 60.5 22.0 50.6 
0.5 75-4 34.2 55-3 
0.17 84.2 61.5 86.2 


With the black pre-exposure and surrounding 
field the size of the field was reduced as follows: 


Visual 
angle Red Green Blue 
Degrees Per cent Per cent Per cent 
2 5.8 30.6 6.5 
I 13.5 51.2 Toa 
0.5 19.8 71.9 13.5 
0.17 34.9 83.1 


Black as a pre-exposure and surrounding field 
contracts the limits more for green, while white 
contracts the limits more for red and blue. 

The authors urge the functional testing of the 
retina as in field taking in preference to the ob- 
jective because: (1) the earliest manifestation of 
disease is a disturbance of function, (2) the field 
represents the projection of the retina magnified in 
the direct ratio of the square of the distance at 
which it is taken, and (3) the field reveals disease of 
the entire visual path from retina to brain center. 

Vircit WEscotTt, M.D. 


Evans, J. N.: A Standardized Test Object for Visual 
Fields Studies, Electric Hlumination. Am. J. 
Ophth., 1924, 3 Ss. vii, 854. 

In an attempt to standardize all of the elements 
entering into perimetric work, Evans has devised a 
tube with a cartridge containing a daylight filter, a 
slot for the various test colors, and an unglazed por- 
celain target at 45 degrees to reflect the light through 
small apertures. The tube can be used as a test ob- 
ject for perimeter, campimeter, and tangent screen. 

VirciL Wescott, M.D. 


EAR 


Magnus, R.: The Experimental Basis for Theories 
on Vestibular Function. Proc. Roy. Soc. Med., 
Lond., 1924, xvii, Sect. Laryngol. & Otol., 11. 


The author reviews the facts from which the 
theories of vestibular function have been deduced. 
The following groups of reflexes arising from the 
labyrinths and absent after labyrinth extirpation 
have been investigated: 
1. Reflexes responding to movements. 

Rotatory reactions. Apparatus of semicircular 
canals. Otolithic apparatus may also be 
stimulated by movements. 

a. On head. 
b. On eyes. 
c. On limbs. 
d. On trunk. 
2. Reflexes resulting from position. Otolithic ap- 
paratus. 

1. Tonic labyrinthine reflexes on the body 

musculature. 
a. Onlimbs. Utricle. 
b. On neck and trunk. Utricle. 

2. Labyrinthine “righting” reflexes. 

a. Asymmetrical. Saccule. 
b. Symmetrical. Utricle. 
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3. Compensatory eye positions. 
a. Vertical. Saccule. 
b. Rotatory( ?  ). 

In this table it will be noted that in the first group 
the reflexes are transient, evoked by movements, 
and elicited in the canals. In the second group the 
reflexes are dependent on positions of the head in 
space, are tonic and persist as long as the head is 
kept in a definite position. These latter reflexes are 
elicited in the otolithic apparatus. 

The experiments leave no doubt that very definite 
reactions to rectilinear accelerations can be ob- 
served after centrifugation of anesthetized guinea 
pigs so as to detach the otolithic membranes from 
the maculz and leave the ampullz and criste of the 
canals intact. Therefore these reflexes must be 
evoked by the canals. However, the findings do 
not by any means exclude the theory that the 
otolithic apparatus also may be excited by move- 
ments. The latter supposition has not been proved 
experimentally because the author knows of no 
method of destroying the canals and leaving the 
otoliths intact. 

As far as the functions of the otolithic apparatus 
are concerned, Magnus concludes that all reflexes 
resulting from position are dependent upon them, 
and that, with different positions of the head in space 
and with different inclinations against the horizontal 
plane, the macule are in different states of excitation 
which remain unchanged as long as the macula keeps 
its position. Accordingly, the otolithic apparatus is 
the point of origin of labyrinthine tonic reflexes. 

The author then discusses: (1) the question of the 
state of excitation or non-excitation of the sensory 
epithelium of the maculz if no otoliths pull or press 
upon it, and (2) the question as to how far the dif- 
ferent groups of otolithic reflexes (Group 2, Nos. 
1-3) can be ascribed to the different macula, viz., 
of the utricle and saccule respectively. He shows 
that the utricles are the site of origin of the tonic re- 
flexes in the body musculature and the symmetrical 
righting reflexes, whereas the saccules give rise to 
the asymmetrical righting reflexes and the vertical 
compensatory eye positions. For the rotatory eye 
positions the site of origin has not yet been found. 

Otto M. Rott, M.D. 


De Kleijn, A., and Versteegh, C.: Labyrinthine 
Compensatory Eye Positions in Patients. Proc. 
Roy. Soc. Med., Lond., 1924, xvii, Sect. Laryngol. 
& Otol., 17. 

The authors discuss the question as to which tonic 
labyrinthine reflexes are suitable for use in the hos- 
pital clinic. 

As the observation of the vertical compensatory 
eye positions is disturbed by voluntary eve move- 
ments, the only tonic labyrinthine reflexes that give 
a knowledge of the functions of the otoliths in nor- 
mal persons are the rotatory compensatory eye 
positions which, from analogy with the findings of 
experiments on animals, are thought to arise from 
the saccular macula. 
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The following table shows the results of an in- 
vestigation made by the authors on a number of 
normal persons and patients: 

LABYRINTHINE COMPENSATORY EYE POSITIONS 

Right side Left side 


position position 
Normal persons Degrees Degrees. 
Both labyrinths without function 
Right labyrinth without function 
Left labyrinth without function 
Lesion of left pars inferior labyrinthi 
Lesion of both partes superiores laby- 
rinthi—Patient 10 6 


In normal persons the authors noted that the 
degree of the rotations was very small, and that in 
different persons and in the same person there was a 
great difference between the rotatory displacements 
of the eyes in regard to both lateral positions. 

When there was bilateral loss of function of the 
labyrinths there were no rotatory eye displacements 
in either lateral position. However, when the head 
was inclined to the left shoulder, whereby its 
symmetrical position in relation to the trunk was 
changed, there was a rotatory counter-rolling of the 
eyes of 2.5 degrees. In the authors’ opinion, this 
proves that in examining the labyrinthine compen- 
satory eye positions it is necessary to exclude tonic 
neck reflexes on the eye muscles. 

When only one labyrinth was destroyed, the re- 
sults were analogous to those noted in experiments 
on animals. In the lateral position with intact 
labyrinth underneath, the saccular macula _hori- 
zontal, and the otolithic membrane pulling at the 
sensory epithelium, the rotatory displacements of 
the eyes were of normal magnitude. In the opposite 
lateral position, with the otolithic membrane press- 
ing, no rotations were observed. 

In cases with partial loss of function of the laby- 
rinths, the tests are of more importance. The pars 
inferior contains the cochlea and the saccule, while 
the pars superior contains the utricle and the semi- 
circular canals. If the former is disturbed, there will 
be normal function of the semicircular canals with 
deafness and the lack of compensatory eye positions 
(saccule). If the superior part is disturbed, there 
will be normal function of the cochlea and saccule 
with loss of function of the semicircular canals. 

The author reports two cases demonstrating these 
findings. 

The method used by the authors for measuring 
these reflexes is described as follows: 

: “A pair of spectacles without glasses but with 
two thin wires in the place of these is fixed before 
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the eyes. A cross marked on the cornea is necessary. 
This can be made by cutting from the dried thin 
membrane that lies immediately under the hard 
shell of a hen’s egg a round piece as large as the 
cornea, and making on this membrane a cross with 
drawing ink. Now, after cocainizing the eye, the 
prepared membrane may be placed with a moist 
brush on the cornea, to which it will easily adhere, 
especially if some small cuts have been made on the 
outer surface of the membrane. 

‘In this way it is possible to fix a cross on the cor- 
nea without injuring the eye and without causing 
the patient any inconvenience during or after the 
manipulation. If we now photograph the eye and 
frame together, we can determine within one half 
of a degree the rotatory displacements of the eye in 
different positions of the head in space by measuring 
the angle made by one arm of the cross with one of 
the wires of the spectacle, especially after enlarging 
the photographs by means of projection on the wall.” 

In conclusion the author emphasizes that it is 
necessary to exclude: (1) tonic neck reflexes on the 
eye muscles, and (2) reflexes in response to move- 
ments (those from the semicircular canals). 

Otto M. Rott, M.D. 


NOSE AND SINUSES 


E.: The Correction of Saddle Noses (Ueber 


Eitner, 
Med. Klin., 


Korrektur niederer Nasenformen). 
1924, XX, 1000. 

Nasal deformities are usually corrected with 
tissues obtained from the patient’s body, such as 
pieces of tibia, costal cartilage, and pieces from the 
cartilaginous septum or the frontal process, etc. 
Costal cartilage is particularly favored because it is 
easily obtained and easily shaped. Cartilaginous 
transplants always healed in, but after they had been 
used for a few years it became apparent that even 
when the perichondrium was carefully included, 
resorption of as much as one-third of the original 
volume of the transplant had to be taken into ac- 
count. Such resorption greatly impaired the cos- 
metic result. 

For this reason the author has often used ivory 
which seems to have good resistance and can be 
easily shaped and sterilized. Its only disadvantage 
is that it is very rigid and breaks very easily. 

As experience has shown that animal tissue which 
has been preserved for a long time has marked resis- 
tance to resorption, the procedure now recom- 
mended by Eitner is as follows: 

Costal cartilage of young cattle or horses, which 
becomes ossified early, is taken fresh and placed in 
I per cent Gram’s solution for fourteen days. It is 
then transferred for several weeks to a solution 
of 10 per cent formalin and 5 per cent nitric acid 
until it has gained the desired pliability. It is then 
washed in water and kept in alcohol for at least half 
a year. 

Before the cartilage is used a piece is cut to fit the 
defect, and disinfected again in alcohol for twenty- 


four hours. It is then implanted without further 
preparation. 

Healing occurs promptly" and without reaction, 
In a few weeks the implant is firmly fixed and con- 
solidated with the surrounding tissues. 

While it is still too early to determine whether the 
tissue will be permanently resistant to resorption, 
the results so far obtained are most promising. 

Bone (Z). 


Milligan, Sir W., Scott, S., Tilley, H., and Others: 
Discussion on Nasopharyngeal Growths. Proc. 
Roy. Soc. Med., Lond., 1924, xvii, Sect. Laryngol. 
& Otol., 25. 


Sir WILLIAM MILLIGAN stated that nasopharyn- 
geal growths are not uncommon but are frequently 
overlooked. The principal varieties are fibroma. 
angioma, sarcoma, endothelioma, carcinoma, and 
chondrosarcoma. Three signs pathognomonic of 
pharyngeal carcinoma are: (1) recurrent spon- 
taneous hemorrhage, (2) recurrent attacks of uni- 
lateral seromucous catarrh of the middle ear, and 
(3) persistent otalgia without objective signs of 
inflammatory reaction. 

TILLEY spoke of the route of approach to naso- 
pharyngeal fibromata. He prefers an incision under 
the cheeks from one malar ridge to the other. After 
retracting the soft parts upward he removes the 
ascending process of the maxillary bone and a por- 
tion of the anterior wall of the antrum. Cutting 
through the floor of the nasal septum in its anterior 
portion facilitates the exposure of the field of 
approach. 

Another important point is rapidity of the re- 
moval of the tumor. The surgeon must get as near 
the base of the growth as possible. When this is 
done and the excision is performed quickly the 
surgeon can control the bleeding. Tilley favors 
laryngotomy and plugging of the lower pharynx 
before the operation. This preliminary step gives 
plenty of slack in the cheeks as the mouth can be 
closed. A further advantage of laryngotomy is that 
the anesthetist can keep out of the way of the 
surgeon. 

Woopman cited a case illustrating the facility 
with which a growth in the upper part of the 
pharynx penetrates the soft spongy bone and 
through the foramen of the base of the skull. Be- 
cause of this fact these growths are inoperable unless 
they are seen very early. 

PATTERSON said that for the past four or five 
years he has not operated upon nasopharyngeal 
fibromata because treatment with radium alone or 
combined with the X-ray has effected a cure. 

Gres stated that he uses a diathermy knife around 
the fauces and then chars with a button. 

SyME said that no definite rule can be laid down 
for the treatment of fibromata of the nasopharynx; 
each case must be judged by itself. Syme does not 
place much faith in radium treatment. 

PATTERSON prefers the approach through the 
palate. He incises the soft tissues of the hard palate 
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in the midline, elevates the flaps, and removes a 
large part of the hard palate and the posterior part 
of the septum. Little or no deformity results. It is 
important not to split through the center of the 
uvula but to make the incision to one side of it. 

SHARP stated that he believes it is very advan- 
tageous to use radium in a case of nasopharyngeal 
fibroma before operation. 

Sir MILtIcAN added that whatever 
route of approach is preferred, it is necessary to have 
free access. He favors preliminary radiation. 

Otto M. Rott, M.D. 


MOUTH 


Goyder, F. W.: Two Problems in the Treatment of 
Cleft Palate. Brit. M.J., 1924, ii, 615. 


When there is a premaxillary segment in tripartite 
palate it is advisable to close one side of the cleft lip 
in the first few weeks of life and the other side about 
two months later. When a double harelip is closed 
in two stages undue tension on the suture lines is 
avoided. No operation on the central segment of 
the palate is required, since after about two years 
the premaxillomaxillary cleft is abolished on both 
sides and the remainder of the cleft can be treated 
whenever desired. Matruew N. Feperspret, M.D. 


NECK 


Breitner, B.: Recurrent Goiter (Rezidivstrumen) 
Wien. klin. Wehnschr., 1924, XXxvii, 592. 


By means of the histories of six cases of recurrent 
goiter the author shows how his directions for treat- 
ment fit the particular case. His recommendations 
and comments are as follows: 

1. For hypotrophic-hyposecreting goiter and dif- 
fuse adenomata, moderate resection. In cases of 
the former type the operation should be followed by 
iodine therapy. 

2. For eutrophic-hyposecreting and eutrophic- 
hypersecreting goiters, extensive resection. In 
cases of the latter type, which are almost always 
those of young persons, the operation should be 
followed by iodine therapy. 

3. For hypertrophic-hypersecreting goiters, all 
possibilities from simple arterial ligation to extensive 
parenchymatous resection in one or more stages 
must be considered. 

Combined organotherapy for the functional types 
of goiter requires further investigation. 

The recent opinions expressed in America that the 
thyroid secretion, thyroxin, is present in the tissues 
in an active and inactive form; that the colloid is not 
a form of thyroid secretion but one of the substances 
which prevent activation of the secretion; and that 
the activation of the secretion depends upon its 
proper iodinization, the author regards as an ex- 
planation of long familiar facts by means of a chain 
of complicated hypotheses. 

The recent efforts of De Quervain’s school to 
solve the thyroid problem from the biological side 
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might lead to a “finished structure” if the contribu- 
tions of Bircher, Weglin, Sanderson, Blauel and 
Reich, Hellwig, and the von Eiselsberg school were 
used as building stones. The newer work on the 
thyroid problem may be misdirected unless it is 
founded on the results of others. GraF (Z). 


Dieterich, H.: Acute Parathyroiditis and Its Clini- 
cal Significance (Die akute Parathyroiditis und 
ihre klinische Bedeutung). Beitr. 2. klin. Chir., 1924, 
CXxxi, 511. 


In the course of his studies on the pathological 
anatomy of the parathyroid glands the author found 
a case of inflammatory changes in one of these glands 
following strumectomy. The patient died on the 
third day after the operation with the signs of 
tetania thyreopriva. At autopsy a parathyroid 
gland was found on the left side but none on the 
right. The signs suggesting absence of the glands 
were due to the marked inflammatory changes in the 
remaining gland. 

In experiments on dogs and rats the author 
attempted to throw light on the question of the 
spread of inflammation to the parathyroids. The 
injection of bacteria into the thyroid failed to pro- 
duce true inflammatory phenomena, but the in- 
jection of oil of turpentine caused thyroiditis, 
where-upon inflammatory foci appeared in the ad- 
jacent tissues and particularly in the parathyroid 
glands. 

Because of the extensive anatomical changes tak- 
ing place, exudative parathyroiditis in the dog and 
alterative inflammation of the parathyroid glands 
in the rat exert an influence so injurious to the func- 
tion of the parathyroid tissue that tetany is favored 
if not actually induced. SCHUENEMANN (Z). 


Agassiz, C. D. S.: A Series of Cases of Tuberculous 
Laryngitis in Children. J. Laryngol. & Otol., 1924, 
Xxxix, 628. 


The occurrence of tuberculosis of the larynx in 
children is generally believed to be uncommon. 
Eleven cases are reported by the author and in all 
but one the diagnosis was confirmed by finding the 
tubercle bacilli in the sputum. In the one case the 
physical signs and symptoms were of such a char- 
acter as to leave little doubt as to the diagnosis. 

Six of the patients were boys. The ages of the 
children ranged from 10 to 15 years. 

In all cases reported the absence of marked 
symptoms of laryngeal involvement is a conspicuous 
feature. In the majority the only symptom noticed 
is huskiness of the voice. In some cases there is no 
sign suggesting involvement of the larynx. Absence 
of dysphagia is a marked feature. 

As a rule the lesion is not extensive. Swelling 
and redness of the arytenoids with or without 
tuberculous deposits or ulceration of the cords are 
apparently the most common changes. 

The period of illness in the author’s series of 
cases ranged from three months to four years. 

James C. BRASWELL, M.D. 
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Thomson, Sir St. C.: Laryngofissure in a Case of 
Tuberculosis of the Larynx. Proc. Roy. Soc. Med., 
Lond., 1924, xvii, Sect. Laryngol. & Otol., 39. 

In the case reported the pre-operative diagnosis 
was epithelioma. The true nature of the condition 
was revealed by histological examination of the 
tissue removed by laryngofissure. 

The day after the operation the temperature 
ranged from 100.5 to ror degrees F., the pulse was 
full and slightly intermittent, and the pupils were 
dilated but reacted to light and accommodation. 
On the fifth day the temperature was normal. The 
fistula in the neck left by the tracheotomy tube was 
slow to close, and the wound in the larynx was 
slow to heal. 

In the discussion of this paper the following 
points were stressed: 

1. Persons affected with tuberculosis do not 
stand operation well. 

2. Tuberculosis must be eliminated before a 
diagnosis of cancer is made. As cancer is more 
frequently expected, tuberculosis is apt to be over- 
looked. Otto M. Rott, M.D. 


Klug: The Carotid Gland (Ueber die Carotisdruese). 
Beitr. z. klin. Chir., 1924, Cxxxi, 531. 


The author briefly reviews the experimental 
results and opinions concerning the carotid gland 
which are to be found in the literature. The inter- 
pretations of the various authors are widely diver- 
gent, particularly as to the embryological develop- 
ment, function, and relationships of the gland. 

Klug reports forty experiments he performed on 
cats and dogs to determine whether the carotid 
gland has an endocrine function similar to that of 
the thymus and thyroid (influence on the blood 
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pressure and bony growth) as suggested by von 
Betke. The effect of removal of the carotid glands 
was investigated by recording the animals’ weight 
from time to time, by repeatedly measuring and 
examining the bones with the X-ray, and by study- 
ing the blood picture. 

Experimentation on a large scale, which was 
essential, was very difficult because bilateral extirpa- 
tion of the carotid gland with resection of the bifur- 
cations of the carotid artery is an extensive proce- 
dure with a high mortality. However, the animals 
surviving the bilateral extirpation showed neither 
bodily nor mental disturbances. Their weight 
curves remained slightly below that of the controls, 
but ultimate complete equalization of the weight 
in the two groups seemed possible. In the bony 
growth and ossification and the blood picture no 
difference was noted between the normal animals 
and those operated upon. There were no changes in 
the endocrine glands except an enlargement of the 
thymus in one case with an increase in the number 
of lobules but no change in the finer structure. 

The author summarizes his conclusions as follows: 

The carotid gland is not an independent organ of 
vital importance to the organism. Whether, by 
virtue of its tendency toward involution, it should 
be classed with the thymus, or whether, because of 
its chromaffinity (which probably is not constant), it 
should be included in the adrenal system is still to 
be determined. Perhaps, as a complex organ, it 
occupies an intermediate position and has some 
relation to status thymicus, and, if transient, to 
infantilism. Its removal does not disturb the cor- 
relation between the organ and tissue systems and 
is not followed by growth disturbances such as 
dwarfism or gigantism. HoFrMAnn (Z). 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Eagleton, W. P.: The Surgical Treatment of Men- 
ingitis: Third Communication. J. Am. M. 
Ass., 1924, Ixxxiii, 1900. 

This article is an attempt to place the surgical 
treatment of meningitis on a basis which is in accord 
with the neuropathological findings. It has been 
realized that, on mechanical grounds, irrigation is 
impossible. The surgical treatment takes into con- 
sideration the following physiological and anatom- 
ical facts regarding the cerebrospinal system: 

1. The movement of the fluid is an ebb and flow 
caused by the pulsations of the brain and cord. 

2. The perivascular cerebrospinal fluid spaces 
run beside the blood vessels of the cortex. 

3. The basal cisterna are divided by delicate 
septa which almost completely separate them from 
each other except for small communicating channels, 
and the two sides are divided from each other, at 
least over the anterior part of the cerebellum. In 
the attempt of the body to limit disease the small 
channels are closed. 

In meningitis of nasa! or otitic origin the infection 
usually enters (1) from a sinus thrombosis; (2) from 
the labyrinth; (3) from thrombophlebitis of a small 
vessel and to a much less degree; or (4) by direct 
extension, which always causes a localized but 
aseptic meningitis. 

The surgical meningitis should be divided into: 
(1) the protective, (2) the fulminating or acute, and 
(3) the exudative or subacute. The first is typical 
in cases of skull fracture in which the protective 
forces have time to muster before the micro-organ- 
isms develop. The second type is caused by infec- 
tion of blood-stream origin; in this, surgery is 
useless. It is the exudative type in which surgical 
measures are most useful. 

When the middle fossa is invaded (usually by a 
retrograde thrombophlebitis) subacute meningitis is 
limited to the pararachnoid spaces of the basal 
cisterna. When the infection comes from a necrosis 
of bone or osteophlebitis, there may be limitation 
of the process to the subdural space with a term- 
inal general subarachnoid involvement. Successful 
treatment depends upon early determination of 
the presence of meningitis and its exact localiza- 
tion. 

Headache and vomiting in a case of ear suppura- 
tion should suggest intracranial involvement. It 
is time-wasting to wait for the development of a 
stiff neck, a positive Kernig, and the appearance of 
bacteria on lumbar puncture before making a diag- 
nosis of meningitis. The development of ocular 
palsies, changes in caloric vestibular tests, even slight 
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symptoms such as slight intra-ocular tension, etc. 
have localizing values. 

The treatment indicated is evacuation of the in- 
fected fluid while it is still limited to the area ad- 
jacent to the primary focus of infection and surgical 
attack on the cisterna which directly communicates 
with this area. The fluid should be replaced by 
warm modified Ringer’s solution introduced directly 
into the infected cistern under very low pressure, 
one needle being placed in the occipito-atlantoid re- 
gion and another in the lumbar region. The inflamed 
veins and infected subarachnoid spaces should be 
placed at rest by ligation of the common carotid of 
the affected side, and the immunity of the cere- 
brospinal fluid increased by repeated transfusions 
with blood immunized to the particular strain of 
streptococcus. Knut H. Houck, M.D. 


Frazier, C. H.: Anastomosis of the Recurrent 
Laryngeal Nerve with the Descendens Noni. 
J. Am. M. Ass., 1924, \xxxiii, 1637. 


The author reports further observations upon the 
effect of suturing the descendens hypoglossi to the 
recurrent laryngeal nerve. In nine of his twelve 
cases paralysis of one or both vocal cords followed a 
thyroidectomy; in one, a gunshot wound; and in 
one, an attempt at suicide. One case was not of 
traumatic origin. There were nine operations. In 
one, the recurrent nerve could not be found. In 
seven, a satisfactory suture was effected. In the 
ninth case, neurolysis was done. Function is return- 
ing in three cases. The others have been operated 
upon too recently to warrant a report. 

Total paralysis of the recurrent laryngeal nerve 
implies paralysis of the intrinsic muscles of the 
larynx; that is, the dilators, the constrictors, and 
the intrinsic tensor. As a result of loss of function in 
these muscles, aphonia and dyspnoea are the out- 
standing symptoms. According to Jackson, the 
terms “complete” or “total” paralysis should be 
used only when the abductors, tensors, and ad- 
ductors of the larynx are gone and, in addition, reflex 
tonus is absent. In total paralysis, the glottic chink 
is wider and dyspnecea is lessened; there is air waste 
and the voice is husky. Embarrassment of respira- 
tion is a more constant sequela of paralysis of the 
vocal cords than is speech disturbance. Paralysis of 
the lateral crico-arytenoid and the thyro-arytenoid 
muscles implies only more or less impairment of 
phonation and rarely aphonia. Monolateral or 
bilateral paralysis of the recurrent laryngeal nerve 
may be found in a patient with a good voice. It is 
only when muscle tonus is lost that aphonia is a 
constant symptom. 

The suitability of a given case for operation de- 
pends upon the duration of the paralysis, the motil- 
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ity of the crico-arytenoid joint, and the presence of 
an undamaged segment of nerve. The indications 
for the operation at present are to enable the patient 
to dispense with a tracheotomy tube and to restore 
normal phonation. 

The descendens hypoglossi was selected for suture 
to the recurrent laryngeal because of its accessibility ; 
because it is a purely motor nerve; because physio- 
logically the muscles supplied by the recurrent laryn- 
geal and the descendens hypoglossi are part of the 
same apparatus; and because it can be sacrificed 
without any material ill effect. It is interesting 
that Ballance’s recent experimental work upon mon- 
keys confirms the clinical work already done by the 
author. 

The surgical principles to be observed are similar 
to those of nerve suture elsewhere. In some instances 
it may seem wiser to do a “lateral implantation” 
rather than an end-to-end suture, and judging from 
the results of operations upon cranial nerves as well 
as those on peripheral nerves, such implantations 
may be expected to be followed by functional 
recovery. Of course if the damage to the recurrent 
laryngeal nerve can be repaired and the nerve can be 
preserved in its continuity, this is the operation of 
choice. Loyat E. Davis, M.D. 


SPINAL CORD AND ITS COVERINGS 


Westerborn, A.: Extradural Spinal Abscess. Acta 
chirurg. Scand., 1924, lvii, 182. 

A 38-year-old man who had previously been 
healthy received a blow in the iumbar region of his 
back. Three weeks later an abscess appeared at 
the site of the injury. When the abscess was in- 
cised, old blood clots were found in the pus. Drain- 


age was not complete, and a few days later paresis 
of the bladder and rectum set in with reduction of 
sensibility and complete paralysis of the legs. The 
presence of pus in the spinal canal was suspected. 

After laminectomy from the eleventh dorsal to 
the third lumbar vertebra and evacuation of a 
large extradural abscess, the disturbances of the 
bladder, rectum, and sensibility soon disappeared. 
Cocci were demonstrated in the pus by the Gram 
test. The paralysis subsided slowly and changed 
from the flaccid to the spastic type. The patient was 
discharged from the hospital three and a half 
months after he first became ill. The spasticity 
still persisted to some extent but he was able to 
walk fairly well. 

The diagnosis was traumatic hematoma that 
later became infected and extended secondarily into 
the spinal canal by way of thrombosed veins. The 
absence of root pains and the fact that the hematoma 
had a superficial dorsal position indicate that the 
infection did not enter the spinal canal through the 
intervertebral foramina. The nervous symptoms 
are supposed to have been caused by oedema in the 
spinal cord and its coverings rather than by the 
direct pressure of pus. 

Complete recovery may be prevented by coales- 
cence of the coverings, induration, or a persisting 
serous meningitis. 

The author reviews briefly also the few cases of 
extradural spinal abscess that have been reported 
in the literature. In most of these the abscess was 
a metastatis spread by the blood stream from some 
distant focus or produced by pus from a focus situat- 
ed in front of the vertebral column and penetrating 
into the spinal canal through the intervertebral 
foramina. 


= 


SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Lee, B. J., and Adair, F. E.: Traumatic Fat Necrosis 
of the Female Breast. Ann. Surg., 1924, 1xxx, 
670. 

The authors previously described traumatic fat 
necrosis of the female breast in order to establish it 
as a definite clinical entity. In this article they 
report twenty collected cases with a detailed case 
history of each. 

The process may be described as a disintegration 
of fat cells with the associated reactions of new 
tissue formation and the production of foreign-body 
giant cells. Traumatic fat necrosis occurring in 
subcutaneous tissue is generally recognized. This 
greatly resembles the condition under discussion, 
but the latter is much more important from the 
clinical standpoint. 

Cases of traumatic fat necrosis of the breast may 
be classed in two groups: (1) those with tumors 
occurring within the breast, and (2) those with 
tumors occurring in the subcutaneous tissue over- 
lying the breast. To date, fifteen of the former and 
five of the latter have been collected. The authors 
object to application of the French term “ granulome 
lipophagique traumatique” to this condition since 
it is apparent that infection (granuloma) plays no 
part in the production of the tumor. 

From the standpoint of pathology, differentiation 
from carcinoma is often difficult. In both the gross 
and the microscopic section there is induration. In 
fat necrosis the induration is due to the growth of 
connective tissue and this tissue is translucent and 
of a pinkish color due to the presence of fine cap- 
illaries. In carcinoma, fine capillaries are absent. 
Although the differentiation will at times tax the 
ability of an expert microscopist, a correct inter- 
pretation can often be made from the cellular over- 
growth, lymphocytes, empty spaces filled with fluid 
fat, and small and large giant cells. 

The ages of the patients in the collected cases 
ranged from 30 to 63 years. In the young and the 
very old the deposit of fat in the breast is very rare. 
Nearly all of the patients were well above the aver- 
age weight, and their breasts were correspondingly 
obese. 

The influence of trauma in the etiology is unquest- 
ionable. In 70 per cent of the cases there was a 
definite history of trauma; in some of them the 
injury was severe and in others slight. In three 
cases the condition followed hypodermoclysis. In 
four there was no history of trauma. Pain is un- 
usual. The lesion was hard to the touch in fifteen 
cases and adherent to the skin in fourteen. In all 
but four cases the nipple was retracted and the 
tumor was adherent to the deeper structures. In no 
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instance were there any hard axillary glands. Care- 
ful excision results in a permanent cure. 
WitiraM J. Pickett, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Moore, W. T., and Lukens, R. M.: Observations 
on the Technique of Bronchoscopy for Diseases 
of the Lung. Laryngoscope, 1924, xxxiv, 879. 

In diseases of the lungs a careful physical examina- 
tion by the internist, careful interpretation of the 
X-ray findings by the roentgenologist, and a study 
of the bronchial secretions by the bacteriologist are 
essential. In bronchoscopy, the authors do not use 
a general anesthetic, and in the cases of children 
under 12 years of age do not employ cocaine. 

A bronchoscopic examination should never be 
made without a full equipment of instruments at 
hand. A good hemostatic is bismuth subnitrate in- 
sufflated into the bleeding area through the bron- 
choscope. Hamoptysis may be controlled by pack- 
ing off one bronchus with the pack devised by 
Jackson. 

In the author’s usual routine, the condition of 
the mucous membrane is noted and specimens are 
obtained at a preliminary diagnostic bronchoscopic 
examination. At the second bronchoscopic examina- 
tion a thorough aspiration of the affected areas is 
attempted. Granulations about the bronchial 
orifices are treated with 10 per cent solution of silver 
nitrate applied with a swab. The affected area is 
then blocked off with the mouth of the bronchoscope 
inserted into the bronchus to insure against flooding 
of normal lung tissue and is irrigated. 

After the first treatment the patient is carefully 
instructed with regard to posture to facilitate drain- 
age between the weekly treatments. Vaccines are 
used at four-day intervals. 

James C. BrasweLt, M.D. 


Hedblom, C. A.: The Surgical Treatment of Acute 
Pulmonary Abscess and Chronic Pulmonary 
Suppuration. J. Am. M. Ass., 1924, Ixxxiii, 1577. 


Postoperative pulmonary abscess may be simple, 
multiple, or multilocular, and usually at some 
stage is surrounded by a zone of pneumonia. 
Chronic abscesses are usually associated with pur- 
ulent bronchitis or bronchiectasis. In long-con- 
tinued infection there is thickening of the walls of 
the abscess and an increasing amount of fibrous 
tissue is formed in the pleura and lung. 

At the Mayo Clinic 21 per cent of pulmonary 
abscesses followed operation. About one-third of 
these followed tonsillectomy. With few exceptions, 
the operations were performed under general 
anesthesia. 
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Sometimes the infection of the lung is undoubtedly 
embolic, as suggested clinically and proved at 
autopsy, but in most cases, inhalation of infected 
material, either during or after the operation estab- 
lishes the onset of abscess. An important contribu- 
tory cause, infection of the throat, such as is found 
in acute colds, is sufficient to indicate the post- 
ponement of tonsillectomy when this is possible. 
Among the etiological factors the importance of 
aspirated gastric contents and teeth that have slipped 
from the extracting forceps is well known. 

Expectant treatment is indicated during an asso- 
ciated pneumonia, in the incipient stage of abscess, 
and whenever there is progressive improvement. 
Sometimes the multiplicity of abscesses and the 
wide distribution of abnormal signs so confuse the 
picture as to leave no alternative but expectant 
treatment. 

Operative treatment is indicated when localized 
uncomplicated abscesses do not show improvement. 
Partly as the result of delay, two-thirds of the cases 
showed chronic suppuration of the lung and dis- 
tortion of bronchi with so much deterioration of the 
general health as often to present to the surgeon a 
desperate choice. 

Four different operative procedures are indicated 
by the type, location, and associations of the ab- 
scess. 

Pneumothorax collapse, when used for a central 
abscess draining into a bronchus, is not only the 
safest but also the most satisfactory operation. In 
such cases the tendency of the infection to spread is 
reduced by the collapse, whereas in multiple, and 
especially in peripheral abscess, that tendency is 
greatly increased. Collapse must be maintained for 
a long period. 

In the presence of pleural adhesions, collapse is 
more successfully induced by thoracoplasty and is 
then permanent. It is indicated in abscesses com- 
plicated by chronic suppuration and distortion that 
tend to make localization difficult. Under local 
anesthesia the ribs over the affected area are re- 
sected in their entire length. The results have been 
invariably good, except in cases of graded thora- 
coplasty. 

Drainage by thoracotomy is indicated for eccen- 
tric abscesses. Under local anesthesia the abscess is 
located following elevation of the periosteum. If 
adhesions between the pleure are present the ab- 
scess is located with the aspirating needle. The ribs 
are then resected and drainage is established by 
burning a tract into the abscess with the cautery. 
If adhesions are not present, the lung is sutured to 
the parietal pleura around and under the ribs, and 
drainage is established from five to seven days 
after the pleural adhesions have formed. The ribs 
are left in place until drainage is instituted because 
primary rib resection interferes with the coughing 
up of pus from the abscess during the interval be- 
tween the two operations. Urgent cases have their 
special claims. If the patient is very sick and im- 
mediate drainage is urgently indicated, an attempt 


is made to locate the abscess after suturing the 
pleure and drainage is instituted at once following 
rib resection. Exploratory aspiration without tho- 
racotomy is condemned by the author because of 
the risk of infection of the pleura. 

Lobectomy is indicated when multiple or second- 
ary abscesses, pneumonitis, pleural thickening, and 
bronchiectasis rob other methods of all reasonable 
prospect of success. The general risk presented by 
such cases is great; the field being infected, the 
mortality is high. However, when the operation 
follows a graded thoracoplasty and is performed with 
the cautery, it presents a better prospect. 


Brunner, A.: The Surgical Treatment of Pul- 
monary Tuberculosis on the Basis of Experi- 
ence at the University Surgical Clinic in 
Munich from 1918 to 1922 (Die chirurgische 
Behandlung der Lungentuberkulose nach den 
Erfahrungen der chirurgischen Universitaetsklinik 
Muenchen aus den Jahren 1918-1922). Zéschr. f. 
Tuberkul., 1924, xiii, 1. 


As surgery is now being used in the treatment of 
pulmonary tuberculosis, a report such as this meets 
a pressing need. Brunner has supplemented the con- 
densed presentation of this subject in Sauerbruch’s 
“‘Surgery of the Thoracic Organs.” The pathologic- 
anatomical and clinical bases of the results obtained 
are treated exhaustively. The case histories are of 
very great value. 

The discussion is presented under the following 
headings: general; artificial pneumothorax; arti- 
ficial immobilization of the diaphragm; extrapleural 
thoracoplasty ; extrapleural pneumolysis; tamponade; 
opening and sealing of cavities; tuberculous pleurisy 
and its surgical treatment; and spontaneous tuber- 
culous pneumothorax. 

The non-specialist will find in this book the best 
introduction to all related questions, and the spe- 
cialist will find valuable advice and reminders as 
well as tested directions. KonJetzny (Z). 


Bezancon, F., and Jacquelin, A.: Bilateral Partial 
Pneumothorax (Le pneumothorax partiel bilatéral 
simultané). Presse méd., Par., 1924, xxii, 753. 


Pneumothorax was originally employed in the 
treatment of tuberculosis to collapse the wall of 
large secreting cavities and to promote absorption 
of areas of tuberculous infiltration. Later its use was 
extended to the treatment of dangerous hemorrhage 
and early cases not responding to the usual hygienic 
treatment. 

In all of these conditions the object sought was 
maximal collapse of the lung. While complete col- 
lapse places the lung in the best condition for heal- 
ing, it is not without its disadvantages. If the dis- 
ease is not strictly unilateral, the opposite lung may 
suffer from the rapid extension of discrete or latent 
lesions. The healthy lung often becomes infected 
by massive bronchial emboli, and other organs, es- 
pecially the meninges, are frequently infected 
through the blood stream. 
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Because of these and other dangers, some author- 
ities have proposed partial pneumothorax. This 
procedure gives good results and is complicated by 
few accidents. During the subsequent decompres- 
sion of the lung only the healthy portions expand, 
the diseased portions remaining immobilized. Pedoja 
noted that a small volume of air lodges over the dis- 
eased area. 

These considerations seemed to justify a trial of 
bilateral partial pneumothorax, especially in cases 
showing the most serious complication of pneumo- 
thorax, namely, rapidly advancing lesions in the 
previously healthy lung. 

The authors report the case of a young man with 
severe, acute, tuberculous bronchopneumonia in- 
volving almost one entire lung. Artificial pneumo- 
thorax was established on the diseased side. Three 
months later the opposite lung was also partially 
collapsed because it showed rapidly advancing 
lesions. Under this bilateral partial pneumothorax 
the patient’s condition improved and, to date, this 
improvement has continued for six months. 

Bilateral partial pneumothorax offers the best 
prospects in the acute bronchopneumonic condition, 
but in the subacute ulcerocaseous forms with cavita- 
tion more complete collapse is necessary. 

Bilateral pneumothorax established slowly and 
progressively is well tolerated even in the presence of 
cardiac disease. Physiologists have found that sur- 
vival is possible after suppression of all but one- 
eleventh of the lung area. 

By their immediate response recent cases have 
demonstrated the profound effect exerted on the 
mechanics of the lung by relatively small amounts 
of air in the pleural cavity. 

ALBERT F. DEGRoAT, M.D. 


Marbury, W. B.: Acute Empyema Treated by the 
Combined Closed and Open Method. Med. J. 
& Rec., 1924, CXx, 429. 

The author calls attention to the advantages of 
the so-called closed treatment of empyema, and 
reports a series of cases in which he used this 
method. 

A No. 14 French catheter is introduced into the 
empyema cavity by means of a trocar inserted 
through an interspace under local anesthesia. The 
trocar sheath is then withdrawn, empyema contents 
are aspirated, and the cavity is flushed with Dakin’s 
solution every three hours. 

Care is taken to prevent the entrance of air into 
the cavity. Dakin’s solution is used chiefly to liquefy 
the thick pus so that it will flow through the cathe- 
ter easily. 

This closed treatment is continued until the con- 
tents of the empyema cavity are less than 2 oz. 
The catheter is then shortened and left open and 
the irrigation with Dakin’s solution is done only 
once or twice in twenty-four hours. When no solu- 
tion can be made to enter and no air escapes when 
the patient coughs, the tube is removed. 

B. Betrman, M.D. 


HEART AND PERICARDIUM 


Vogt, E.: The Roentgen Diagnosis of the Heart and 
Thymus in Infancy (Zur Kritik der Roentgen- 
diagnostik des Herzens und des Thymus in der 
ersten Lebenszeit). Fortschr. a. d. Geb. d. Roentgen- 
strahlen, 1924, xxxii, 75. 

To determine the size of the heart in the roentgen 
picture the procedure of Groedel and Altstaedt is 
recommended. In stillborn and premature infants 
enlargement of the heart is usually noted in the 
roentgen picture. It is observed also in cases of 
congenital struma and hypertrophy of the thymus. 

For the treatment of congenital struma the 
author recommends potassium iodide in doses of 
from 0.1 to 0.2 gm. daily. Under this medication the 
heart enlargement also disappears. Frequently, 
however, there is a spontaneous decrease in size of 
the enlarged thyroid. In such cases the congestive 
phenomena induced by the birth process disappear. 
The thymus appears in the roentgen picture as 
nodular, pedunculated, and columnar. The asym- 
metrical forms and the picture of thymoptosis are 
rare. ScuirF (G). 


Schmieden, V.: The Treatment of Shrinking Peri- 
cardial Adhesions by Extirpation of the Peri- 
cardium (Die Heilung der schrumpfenden Pericar- 
dial-Synechie durch Extirpation des Herzbeutels). 
Acta chirurg. Scand., 1924, \vii, 268. 


Shrinking pericardial adhesions which persist 
after acute or chronic inflammations of the peri- 
cardium are well suited to surgical treatment. The 
diagnosis is not very difficult. The operation should 
consist in making a large thoracic window, freeing 
the adhesions as far as possible, and extirpating the 
pericardial indurations. 

Surgical treatment gives good results if the heart 
muscle is not too far degenerated. After primary 
healing of the wound the resorption of the oedema 
and transudate must be promoted by suitable 
postoperative treatment. 


(ESOPHAGUS AND MEDIASTINUM 


Evans, E. T.: A Critical Study Suggesting Persist- 
ent Large Thymus as a Cause of Cyanosis in 
Newborn Infants. Surg., Gynec. & Obst., 1924, 
Xxxix, 494. 

Evans reports two groups of cases from the Bos- 
ton City Hospital. The first was a series of twelve 
cases of sudden death and death associated with 
cyanosis. A persistent large thymus was considered 
a factor in only three. 

In the cases of the second series X-ray treatments 
were given even when no thymus shadow was noted 
in the plates, and in every instance there was marked 
symptomatic improvement. Of the two deaths one 
was due to pneumococcus septicemia; in the other 
fatal case, no secondary treatment was given when 
the attacks recurred. 

The two series were similar in these respects: 
(1) cyanosis with breathing of an obstructive type 
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except where cyanosis was noted early; (2) difficulty 
in nursing by the baby; (3) normal clinical charts; 
(4) absence of evidence of cerebral hemorrhage. 
The author believes that in the cases of newborn 
infants who develop cyanosis a persistent large 
thymus should be suspected when no other cause is 
apparent. Negative X-ray plates do not necessarily 
indicate the absence of thymus enlargement, as it is 
the anteroposterior dimension of the thymus which 
causes pressure. Cyanotic infants should always 
have the benefit of X-ray or radium treatment as its 
results are often excellent and the dosage is not 
heavy enough to harm any neighboring structures. 
Relief occurs within a few hours. 
The author summarizes all of the cases reviewed 
and reports the amount of treatment given in each. 
Oscar S. Proctor, M.D. 


Marine, D., Manley, O. T., and Bauman, E. J.: 
The Influence of Thyroidectomy, Gonadec- 
tomy, Suprarenalectomy, and Splenectomy on 
the Thymus Gland of Rabbits. J. Exper. Med., 
1924, xl, 429. 

The authors report the data relative to the effect 
of thyroidectomy, splenectomy, suprarenalectomy, 
gonadectomy, and combinations of these gland re- 
movals on the thymus gland as measured by its 
involution, persistence, or regeneration. Lymphoid 
tissues other than the thymus are also affected and 
are referred to briefly. The data of 373 protocols 
have been included in this study. 


Thyroidectomy hastens, while gonadectomy de. 
lays, but does not permanently prevent, involution 
of the thymus. 

Suprarenalectomy alone not only delays involu- 
tion of the thymus and lymphoid tissue but may 
cause their regeneration. Thyroidectomy prevents 
this reaction even after combined suprarenalectomy 
and gonadectomy. 

Suprarenalectomy together with gonadectomy js 
a more powerful stimulus to thymus and lym- 
_— regeneration than either of these influences 
alone. 

In rabbits the combined effect of these two fac- 
tors results in a certain lymphoid and thymus hyper- 
plasia which persists until regeneration of accessory 
interrenal tissue corrects the physiological defect. 
The syndrome thus experimentally produced resem- 
bles that of status lymphaticus and is believed to 
depend mainly on partial loss of certain functions of 
the interrenal and sex glands rather than of the 
chromaffin tissue. 

The normal and abnormal lymphoid and thymic 
hyperplasia of infancy and childhood are believed to 
be manifestations of a functional underdevelopment 
of the interrenal and sex glands of varying intensity. 

The so-called lymphatic constitution which under- 
lies or accompanies exophthalmic goiter, Addison's 
disease, and acromegaly also appears to be depend- 
ent on partial suppression of certain functions of 
the interrenal and sex glands. 

STANLEY J. SEEGER, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Gerstenberger, H. J., and Wahl, S. A.: Ultraviolet 
Ray Therapy in Peritoneal and Glandular 
Tuberculosis of Children. J. Am. M. Ass., 1924, 
Ixxxiii, 1631. 

The authors’ observations are based on ten cases 
of peritoneal, glandular, or osseous tuberculosis in 
children. 

All of the patients were exposed to a quartz mercury 
arc lamp whose spectrum contained rays varying in 
length from 380 to 150 millimicrons. All of the 
patients except one were in the hospital wards and 
were not exposed to sunlight, but from two to five 
minutes before exposure to the ultraviolet rays, two 
were exposed to a 100-watt mazda lamp, the idea 
being to dilate the peripheral vessels and enhance 
the effect of the ultraviolet rays. The authors 
review the literature and give the histories of their 
ten cases in detail. They draw the following con- 
clusions: 

1. Ultraviolet raysas produced by the quartz mer- 
cury-vapor arc lamp have proved of decided value 
in the treatment of peritoneal, glandular, and 
osseous tuberculosis. 

2. Of the glandular forms of tuberculosis, the 
mesenteric is most rapidly benefited, the medi- 
a next most rapidly and the peripheral most 
slowly. 

3. Pulmonary tuberculosis of the miliary type is 
absolutely uninfluenced by ultraviolet ray therapy, 
even when the treatment is begun early in the course 
of the disease. H. Hoyt Cox, M.D. 


GASTRO-INTESTINAL TRACT 


Vaughan, R. T., and Brams, W. A.: The Early 
Recognition of Acute Perforation of Gastric 
and Duodenal Ulcer by X-Ray Examination 
of Spontaneous Pneumoperitoneum. Surz., 
Gynec. & Obst., 1924, Xxxix, 610. 


In a series of fifteen anatomically proved cases of 
acute perforation of gastric and duodenal ulcers ad- 
mitted to the surgical services of the Cook County 
Hospital of Chicago, an X-ray study was made be- 
fore operation to determine the presence of free gas 
in the peritoneal cavity. In every instance this 
examination was made as soon after the patient’s 
admission as possible and in some instances as early 
as two or three hours after the occurrence of the 
perforation. 

_ The method employed does not require any pre- 
liminary preparation or the use of a contrast meal. 
The patient is brought to the fluoroscopic laboratory 
and placed under the screen. The fluoroscope gives 
all necessary information and has the additional 


advantage that its use consumes little time as it is 
unnecessary to wait for the development of the 
films which are of value only as permanent records. 
The patient is placed in a standing or a sitting 
position and a rapid examination is made of the 
entire abdomen but especially between the dia- 
phragm and the upper surface of the liver. 

The appearance of the gas bubble within the 
peritoneal cavity is characteristic. The gas bubble 
assumes a narrow sickle shape. It is very bright and 
distinct, with no mottling of its body, and its 
boundaries are usually regular and constant. The 
most characteristic picture is that in which the air 
bubble is seen under the right cupola of the dia- 
phragm. The widest part is in the middle portion. 
The ends approach one another until the upper mar- 
gin, which is more curved, meets the lower boundary 
close to the external abdominal wall on one side 
and the midline of the body on the other. 

The width of the zone of air depends on the quan- 
tity of air which escapes into the free peritoneal 
cavity, but the presence of free gas in the abdominal 
cavity is always very distinct regardless of the quan- 
tity. An important characteristic is the fact that the 
location of the gas bubble shifts when the position 
of the patient is changed. The gas bubble passes to 
the uppermost regions of the abdominal cavity; 
hence it is found under the diaphragm when the 
patient is in the upright position, and between the 
right abdominal wall and the axillary surface of 
the liver when the patient is placed on his left side. 

The gas bubble resulting from the escape of free 
air into the peritoneal cavity may be seen as early 
as two hours after rupture of the ulcer. The quantity 
of air need not be very large. For the presence of 
free air in the peritoneal cavity in the earlier stages 
air must be present in the stomach at the time of, or 
after, the acute perforation. 

Among the conditions which must be differ- 
entiated from the zone of air seen on X-ray examina- 
tion after a perforation of a gastric or duodenal ulcer 
are ptosis of the liver with the colon intervening 
between the liver and the diaphragm. This condi- 
tion is seldom seen, but is differentiated by the fact 
that the air space is chiefly in the lateral half of the 
space between the liver and the diaphragm instead 
of the entire length of the space; also by the fact 
that the air is not stationary but is changed in shape 
by the peristaltic movements of the colon. In the 
colon the density of the air is not homogeneous, and 
the haustral markings may usually be seen. Intra- 
colonic air does not move when the patient’s position 
is changed. In cases in which there is doubt as to 
the location of the air a barium enema may be used. 

Other gas collections in the abdomen which must 
be differentiated from that resulting from _per- 
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forated peptic ulcer are artificial pneumoperitoneum 
previously induced for some diagnostic purpose and 
a gas-containing subphrenic abscess. The normal 
gas bubble ordinarily found in the stomach and dia- 
phragmatic hernia must be differentiated from free 
intraperitoneal air on the left side. Another condi- 
tion which must be kept in mind, especially when 
the patient is examined in the supine position, is the 
presence of a funnel chest which may give a false 
picture of air in the uppermost region of the abdomen 
close to the diaphragm. 

The sign described is not to be relied upon alone 
in determining the diagnosis but should be con- 
sidered with others. It is to be regarded as a valuable 
addition to the clinical syndrome produced by acute 
perforation of a peptic ulcer. Earlier operation is 
possible because of the earlier diagnosis which the 
added method of examination makes possible. 
Prompt surgical treatment will lower the mortality 
rate of acute perforation of gastric and duodenal 
ulcer. Cart D. NEwHOLD, M.D. 


Delore, X., Michon, L., and Pollosson, E.: Pulmon- 
ary Complications in Gastric Surgery (Des 
complications pulmonaires au cours de la chirurgie 
gastrique). Presse méd., Par., 1924, xxxii, 762. 


In spite of refinements of technique, operations on 
the stomach are followed by pulmonary complica- 
tions with considerable frequency. Ignorance of the 
pathogenesis of such complications stands in the 
way of a rational therapy. Bacteriological studies 
have shown that septic emboli from the gastric 
mucosa may be a cause, but other factors also may 
be responsible. According to one theory, the com- 
plications are of reflex origin through the gastric 
and pulmonary branches of the vagus. 

The various details of preventive treatment have 
been developed empirically. No one remedy is spe- 
cific. On the whole, the measures employed have 
led to a definite reduction in the incidence of pul- 
monary complications. 

Pre-operative treatment consists in lavage of the 
stomach and, when possible, improvement of the 
general condition. The mouth should receive pre- 
liminary care by a dentist. 

The operation must be performed with the great- 
est gentleness. The authors have entirely abandoned 
the use of clamps. To reduce the number of “ micro- 
traumatisms”’ the operating has been done occa- 
sionally with the bare hands. The operation should 
be completed in the shortest possible time. On this 
account the authors always use the Murphy button. 

The type of anesthetic employed seems to be of 
minor importance. Between spinal, local, and ether 
anwsthesia, there is little choice. 

In the postoperative period the patient should be 
kept in a semisitting position and should actively 
exercise the arms and legs. He should be allowed out 
of bed after ten or twelve days. The general condi- 
tion must be improved as rapidly as possible. No 
ill effects have been observed from early feeding. 
Broth may be given the first day and thick soup on 
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the second. With the first signs of respiratory dis. 
turbance, counterirritants should be applied to the 
chest and inhalations of oxygen administered. 

In cases with even slight gastric symptoms with 
slight fever or a rapid pulse the authors lavage the 
stomach with warm saline solution. 

The most important of all precautions is the 
avoidance of operative trauma. 

Apert F. DeGroat, M.D. 


Pringle, S.: Aseptic Resection of the Intestine. 
Brit. J. Surg., 1924, xii, 238. 

The steps of the operation described by the 
author are as follows: 

1. The bowel having been mobilized and the 
amount to be resected having been determined, 
the main vessel at the apex of the V-shaped picce of 
mesentery to be excised is ligated, other vessels 
along the lines of the V running up to the points of 
section of the intestine are secured, and the mesen- 
tery is divided. 

2. A large crushing clamp with blades 1 in. wide 
is applied to the intestine at the point above the 
growth selected for division, and the crushed por- 
tion close up to the proximal end of the intestine is 
caught with fine strong forceps with longitudinally 
serrated blades 2% in. long by 3 in. wide. The 
forceps are applied across the intestine so that the 
tip rests just short of the mesenteric attachment. 
It is important that the tip should not project be- 
yond the margin of the crushed intestine. When 
these forceps have been placed, the crushed segment 
of the bowel close up to the edge of the portion to 
be removed is grasped in an ordinary heavy straight 
clamp and the intestine is divided through the 
crushed portion, the knife, as it were, shaving along 
the lighter forceps. To the cut edge liquid carbolic 
acid is applied. The intestine at the site of division 
distal to the growth is then similarly treated, the 
light forceps being applied to the distal edge of the 
crushed portion. 

3. Inthe next step the edges of the divided mesen- 
tery are united up to within an inch of the attach- 
ment to the bowel, the two light forceps controlling 
the ends of the intestine being held in apposition 
by an assistant. A needle carrying No. oo chromic 
gut is passed through the two leaves of the mesen- 
tery bounding the triangular space at the attach- 
ment to the intestine, and with this the bowel wall 
is picked up 1 in. lateral to the forceps and close 
to the mesenteric attachment. The needle is then 
carried across, the bowel in the forceps is similarly 
picked up, and the needle is brought out through the 
two leaves of the mesentery on the side opposite its 
original insertion. This stitch, when tightened, 
closes the mesenteric gap and buries the tip of the 
forceps in a gutter of infolded intestine. A series of 
mattress sutures, each penetrating to the submucosa, 
are then passed so that the forceps are buried from 
either side and when the suturing is completed the 
only place where the serous coats of the intestine 
are not in contact is at the point of emergence of 
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the forceps. Another layer of continuous or in- 
terrupted sutures is applied to approximate the 
intestine further, and finally the clamps are loosened 
and withdrawn and the small gap thus left is sutured. 
If, when the suture line is completed, the intestine 
is picked up between the finger and thumb so that 
one lies above and the other below the suture line, 
a free opening will be found between the two seg- 
ments. 

The chief criticism that is likely to be directed 
against this method is that mucous membrane is 
not sutured to mucous membrane. Experimental 
work along this line has proved conclusively, how- 
ever, that suture of the mucous membrane is not 
necessary. 

The advantages of the method are the following: 

1. The bowel is divided through a previously 
crushed portion so that the mucous membrane is 
never exposed and the risk of infection is reduced to 
the minimum. 

2. The use of the clamp lessens the possibility of 
an internal shelf formation, as the infolding mattress 
sutures can be placed very close up to the clamp. 

The author cites three cases in which the method 
described was employed. In all, the immediate 
recovery was excellent. None of the patients had 
the slightest sign of local or general infection. 

Cart D. M.D. 


Burket, W. C.: Studies in Aseptic Intestinal Anas- 
tomosis. II. An Aseptic Method of End-To- 
End Intestinal Anastomosis by the Invagina- 
tion of the Ligated Blind Ends of the Intestines 
to Form Digestible Boli, Release of Which Re- 
Establishes the Continuity of the Intestinal 
Lumen. Arch. Surg., 1924, ix, 530. 


The method of aseptic intestinal anastomosis 
described was developed to eliminate the objection- 
able use of a special instrument or mechanical device 
which must be either withdrawn through the line 
of suture before final closure or passed out of the 
intestines by peristalsis or otherwise. The tech- 
nique is as follows: 

The mesenteric blood supply of the bowel to be 
resected and anastomosed is ligated and the mesen- 
tery is trimmed away from the intestinal wall with 
scissors. The isolated intestine is resected between 
ligatures of heavy silk with the actual cautery. 
Each intestinal end is invaginated, like an appendix 
stump, with the aid of a clamp and held in place by 
a firmly tied heavy silk ligature, the ends of which 
are left long to serve as a handle. 

Between the intestinal ends a complete row of 
presection, interrupted, fine black silk, anastomosing 
mattress sutures is placed proximal to the ligatures 
that hold the invaginated stumps and at a point 
where the blood supply to the intestinal wall is per- 
fectly maintained. These sutures are not tied. 
Each one has a clamp attached to it to facilitate its 
identification. The sutures are kept together in 
two groups corresponding to the respective halves 
of the circumference of the intestine so that the in- 


testinal ends may be brought up between the two 
groups. 

The operative field is protected and the portion 
of the intestine that protrudes distal to the ligature 
is cauterized off with the cautery knife. The distal 
segment cauterized off is discarded. This cauteriza- 
tion prepares for release the digestible boli consisting 
of the original invaginated stumps with their con- 
tiguous intestinal wall that protrudes from under 
the ligature. These cone-shaped boli are held in 
place by the ligatures and cannot force themselves 
outward because the base of the cone is directed 
toward the intestinal lumen. After both intestine 
ends have been similarly redivided with the cautery 
distal to their ligatures, the presection mattress 
sutures are drawn up and tied so that they com- 
pletely anastomose the abutted blind ends of in- 
testine. 

A second row of anastomosing interrupted mat- 
tress sutures, alternating with the sutures of the first 
row, is then placed and tied at the time of insertion. 
When the sutures have all been tied, gentle pressure 
is applied directly over the line of anastomosis. As 
this pressure falls on the apices of both cone-shaped 
boli, the latter readily slip free in opposite directions 
within the bowel. Thus the intestinal lumen which 
has not been opened at any time during the opera- 
tion is promptly re-established. 

This method has been used on dogs with good 
results. The author does not report a clinical case 
in which his operation has been done. 

Howarp A. McKnicut, M.D. 


Boles, R. S.: A Consideration of Intestinal Toxz- 
mia, with Especial Reference to the Use of 
Colonic Irrigations. Med. Clin. N. Am.. 1924, 
viii, 845. 

It is a well-established fact that obstipation and 
chronic constipation lead to a condition described 
as “intestinal toxemia.” The explanations of the 
character of these toxins and the method of their 
production are numerous. 

The symptoms include anorexia, flatulence, ab- 
dominal pain, physical and mental depression, head- 
ache, vertigo, various paresthesias, etc. Absence of 
gastro-intestinal symptoms does not rule out the 
disease. The author has found certain cutaneous 
lesions associated with this condition. The diagnosis 
must be made on the basis of a careful consideration 
of the symptoms, analysis of the faces, X-ray 
examinations, the carmine test, and daily urinalysis. 
The persistent presence of indican in the urine is 
often of importance. 

In the treatment, diet is of the utmost import- 
ance. The ration should include a sufficiency of 
mineral salts, and the vitamins of egg, fresh green 
vegetables, butter, etc. In the putrefactive type 
of intestinal toxemia the animal proteids should be. 
restricted, while in the fermentive type they should 
make up a large part of the diet. The use of vaccines 
and acid-producing bacilli is helpful. The author 
favors frequent colonic irrigations. An apparatus 
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found satisfactory is made up of a 3-gal. irrigation 
jar, a rectal tube, a glass T tube, and a secondary 
drainage tube. The rectal tip is inserted only a few 
inches, the fluid then being allowed to run in slowly 
and return through the drainage tube until it is 
quite clear. In the atonic type of case cool solutions 
are used, while in the spastic type the temperature 
of the water must be between 108 and 110 degrees 
F. Various antiseptic solutions are used as indicat- 
ed. Agar-agar and mineral oil are of value to ob- 
tain regular evacuation of the colon. 
Wi1am J. Pickett, M.D. 


Kantor, J. L.: A Clinical Study of Some Common 
Anatomical Abnormalities of the Colon. I. 
The Redundant Colon. Am. J. Roentgenol., 
1924, XXi, 414. 

The author reports his observations in a combined 
roentgen-ray and clinical study of sixty-two cases of 
redundant colon among a series of 668 private 
patients complaining of various gastro-intestinal 
symptoms. A redundant colon may be defined as 
one which appears too long to fit into the patient’s 
body without reduplication. Redundancy may 
i expressed by reduplications, kinks, twists, or 
oops. 

In twenty-seven of the sixty-two cases studied the 
pelvic colon was redundant; in fourteen, the splenic 
flexure; in eleven, the descending colon; in nine, the 
iliac colon; in three, the transverse colon; and in 
three, the distal colon as a whole. In three patients 
the pelvic colon extended over toward the right 
side and appeared to be fixed in the neighborhood 
of the cecum. The position of redundant loops may 
vary at repeated examinations. 

Redundant colon probably occurs in from 9 to 
14 per cent of all persons and in as many as 23 per 
cent of those suffering from constipation. The 
condition is probably hereditary and familiar in its 
transmission. 

While in some cases there are never any symptoms 
from a redundant colon, it is safe to say that persons 
with this condition have an underlying predis- 
position to colonic malfunction and that in such 
cases malfunction may result from strain, wasting 
diseases, laparotomies, childbirth, etc. Under- 
lying contributory causes are improper diet, un- 
hygienic conditions, and vicious bowel habits. Con- 
stipation is the most common symptom of all. Of 
the patients whose cases are reviewed by the author, 
77 per cent were constipated. Twenty-six stated 
that they had no bowel movements for periods 
ranging from three days to a week. A long interval 
between evacuations is a very characteristic clinical 
feature in these cases. The stools are usually small 
scybalous masses. Next to constipation, the most 
common sign is flatulence, abdominal distention, or 
belching due to gas. 

Pain was complained of by more than half of the 
patients. This may be mild or severe and colicky. 
It may be disseminated over the entire abdomen or 
sharply localized to the exact point of a kink or loop 
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in the colon. Diarrhoea alternating with periods of 
constipation is not uncommon. 

The diagnosis of redundant colon must be made 
on the history of long duration of constipation, a 
long interval between evacuations, occasional 
enormous evacuations, and (rarely) volvulus. Phys- 
ical examination is of little diagnostic aid. A positive 
diagnosis can be made only by means of the barium 
meal and opaque enema. 

Successful therapy in colonic redundancy consists 
in restoring normal colon function and avoiding 
surgical interference such as colon fixation, etc. 
Surgical treatment does not give satisfactory re- 
sults. The use of cathartics and enemata must be 
gradually abandoned. A rough bulky diet should be 
prescribed to stimulate peristalsis. A copious water 
intake is essential. The best lubricant is mineral oil 
taken by mouth or given by rectum. Belladonna in 
increasing doses three times a day tends to over- 
come the spastic tendency. Surgery should be re- 
served for acute kinks and volvulus with signs of 
obstruction. Joun W. Nuzum, M.D. 


Meyer, H. W., and Robbins, B. F.: Colonic Anzs- 
thesia. J. Am. M. Ass., 1924, Ixxxiii, 1581. 


The authors have administered ether by the 
colonic route in 149 consecutive cases, and have 
found this method of inducing anesthesia ideal. 

A physical factor contributing to success is the 
constant and regular rate of evaporation of ether 
from an oil mixture, which prevents overdosage or 
uneven narcosis with possible resultant anesthetic 
shock. Fear is eliminated by accustoming the pa- 
tient to daily ether-containing enemas so that at 
the time chosen for the operation he can be quictly 
anesthetized in bed without his knowledge of it, 
and later awakens surprised to find the opera- 
tion completed and himself back in bed. Physio- 
logical factors contributing to the success of the 
method are: (1) the slow absorption of ether and its 
gradual elimination; (2) freedom from respiratory 
irritation because of the fact that by the time ether 
reaches the lungs it has traveled a long course and 
is therefore well attenuated; (3) quiet breathing; 
and (4) a safety margin greater than that in any 
type of inhalation anesthesia. 

The colon is emptied thoroughly by a cathartic 
forty-eight hours before the operation. Ten or 
twelve hours before the operation a soap-suds 
enema is given, and six or eight hours later a tap- 
water enema to remove feces which absorb ether 
and the soap-suds which decompose the anesthetic 
mixture. An hour and a half before the operation a 
suppository of 1o gr. of chlorbutanol and a hypo- 
dermic of !/6 to 14 gr. of morphine with atropine are 
given. The anesthetic mixture consists of 2 dr. of 
paraldehyde, olive oil tn an amount half that of 
the ether used, and from 2!%4 to 6 oz. of ether, de- 
pending on the size and condition of the patient and 
the length of the operation. One hour before the 
operation the patient is placed in the left Sims posi- 
tion, and through a small tube the warmed mixture 
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isintroduced slowly into the rectum, the time required 
being from five to ten minutes. The tube is left in 
place and is ‘closed by a clamp or cork. Absolute 
silence is maintained to favor a natural falling asleep. 

After from forty-five to fifty minutes, when 
surgical anesthesia may be expected, the patient is 
taken to the operating room. If he is aroused by 
being moved, he is given a few drops of supplemen- 
tary inhalation, but never to the point of making 
him snore. On the completion of the operation he 
is put back to bed, is given at once a colon irriga- 
tion followed by a hot coffee enema, and is closely 
watched to prevent suffocation from falling back of 
the tongue. If danger signs appear, such as shallow 
and embarrassed respiration, slight cyanosis, stertor, 
and weakening of the pulse, the rectal tube is 
opened, pressure is made over the sigmoid to expel 
the remaining mixture and a hot coffee enema and 
an intravenous injection of adrenalin and pituitrin 
are given. The two deaths in the authors’ series 
occurred from suffocation, not from the chemical 
causes of the anesthesia. One operator has used 
colonic anesthesia in 1,500 cases of all types with- 
out any fatalities. 

The only contra-indications to this method are 
diseases of the intestines or colitis, hemorrhoids, 
ulcer, anal fistula, advanced nephritis, diabetes, and 
emergency cases which cannot be properly prepared. 
The procedure is advantageous because it is safe, 
simple, easy to control, and comfortable to the 
patient, conserves bodily heat and vitality dur- 
ing the operation, and greatly reduces the after- 
efieéts. Many of the authors’ cases were advanced 
carcinomata which seemed inoperable, but by the 
use of colonic anesthesia it was possible to perform 
radical operations of great magnitude. 

GeorcE R. McAuttrr, M.D. 


Miles, W. E., Lockhart-Mummery, J. P., Kiger, 
W. H., and Others: Discussion on the Treat- 
ment of Carcinoma of the Rectum. Proc. Roy. 
Soc. Med., Lond., 1924, xvii, Sect. Surg., 81. 


MirtEs said that of the three ways in which cancer 
of the rectum spreads by extension—by direct 
extension, by way of the blood stream, and by way 
of the lymphatic system—the last-mentioned is of 
the greatest importance. He then described the 
lymphatic system of the rectum in detail, illustrating 
his remarks with diagtams and drawings of micro- 
scopic preparations. The most important group of 
intramural glands is the anorectal collection of from 
ten to fifteen glands lying just above the levator 
ani. These were infected in all of the specimens 
Miles examined. Fixation of a growth indicates the 
passage of the cancer process through the fascia 
propria of the rectum, a widespread dissemination 
of the cancer cells, and a grave prognosis even after 
radical operation. The mesentery of the rectum and 
sigmoid should be removed as widely as possible in 
all cases, early or late. As this is impossible by the 
perineal operation, Miles advocates the abdomino- 
perineal operation. 


LocKHART-MumMERy stated that as, in his expe- 
rience, the perineal operation has a lower mortality 
and is applicable to a larger percentage of cases, he 
has abandoned the abdominoperineal operation 
except in cases in which the growth is located high 
in the rectosigmoidal juncture. He first performs a 
colostomy, and fourteen days later excises, in one 
piece, the rectum, as much of the sigmoid and its 
mesentery as can be brought down, the anus and 
surrounding skin, the contents of the ischiorectal 
fossa, and parts of the levatores ani. In the cases 
of men, he performs this operation under spinal 
anesthesia induced with nitrous oxide and oxygen, 
and in the cases of women, under twilight sleep 
anesthesia. The mortality is 9.3 per cent. 

KIGER regards Miles’ operation as the best and 
most thorough yet devised. He has had considerable 
success with slow “‘cooking”’ of rectal cancers by 
low temperatures. This method is advocated only 
for very early cases when the patient refuses an 
operation involving colostomy. 

EDWARDS uses a modification of the Kraske opera- 
tion, saving the anus. This operation gave a three- 
year cure in 45 per cent of cases of proved cancers 
and its mortality was only 5 per cent. 

TURNER showed pictures of the specimens re- 
moved from several patients by the perineal route. 
These patients remained free from recurrence for 
many years and many of them died ultimately of 
some other cause, in some cases as long as sixteen 
years after the operation. 

YEOMANS referred to the campaign in America to 
obtain an earlier diagnosis in cancer. He stated 
that the results of treatment have been made better 
by improvements in anaesthesia and _ technique. 
Yeomans performs a perineal operation when the 
growth can be reached with the finger. 

GorDON-WATSON stated that while the abdom- 
inoperineal operation is undoubtedly superior on 
theoretical grounds, it should be reserved for high 
growths. For low growths, the perineal operation is 
the only one justifiable on clinical and practical 
grounds. 

McKEnNney said that he held a brief for the 
“glorified” Whitehead operation for those patients 
who refused any operation involving colostomy. 

Rosser discussed the radiation of rectal cancers 
with the X-rays or radium. Kelly of Baltimore and 
Quirke of New York have both claimed cures from 
radiation alone, and a higher cure-rate from the use 
of radium combined with surgery than from surgery 
alone. Rosser concludes from his records that 
growths originally benign frequently become malig- 
nant. 

GABRIEL gave statistics from the records of 130 
cases operated upon. The mortality was 16 per cent. 
The majority of the deaths were due to sepsis; four, 
to urinary fistulae; two to pneumonia; and one each 
to a variety of other causes. Of the 109 patients who 
left the hospital, forty-four have died since then. 
Of these forty-four, 80 per cent died within three 
years after the operation. The oldest surviving 
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patient, who is now 82 years old, was operated upon 
thirteen years ago. The operability rate has risen 
during the last five years from 44 per cent to 54 
per cent, perhaps because of more careful selection 
of cases. The number of patients alive and well 
and showing no sign of recurrence was 18 per cent 
at the end of three years and 11.5 per cent at the 
end of five years. 

MILEs congratulated Lockhart-Mummery on the 
results he had obtained from the perineal operation. 
His own experience has been less fortunate. In 
fifty-nine cases in which he performed the perineal 
operation there were fifty-six recurrences and one 
death. He therefore adopted the abdominoperineal 
method. In 116 operations the mortality was 25 per 
cent, but in fifty-three cases operated upon since 
the war under improved anesthesia it was 9.8 per 
cent. His operation has yielded a cure in 50 per cent 
of the cases. 

LocKHART-MUMMERY said that he thought a 
great deal depends upon the type of growth and 
that one of our chief needs is a means of determining 
the degree of malignancy beforehand. He believes 
that some cases cannot be cured by the most radical 
procedure while in others of apparently the same 
type there may be marked improvement after a local 
excision. 

BALDWIN remarked that he had performed the 
abdominoperineal operation successfully upon a 
woman over 76 years of age. This patient came 
back to see him when she was 85 years old, accom- 
panied by her husband, whom she had married since 
the operation. Crayton F. ANpRews, M.D. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Manwaring, W. H., Enright, J. R., Porter, D. F., 
and Bing Moy, H.: Anaphylactic Hepatic In- 
ternal Secretion in Canine Anaphylaxis. J. 
Am. M. Ass., 1924, Ixxxiii, 1494. 


In a previous paper it was reported that in the 
first two minutes of typical canine anaphylactic 
shock a sharp contraction of the urinary bladder 
takes place. It was found also that this charac- 
teristic bladder contraction does not occur in dehe- 
patized anaphylactic dogs. The conclusion was 
drawn that the typical anaphylactic bladder con- 
traction is due to chemical products (hepatic 
anaphylatoxins) explosively formed or liberated by 
the anaphylactic liver, products having a histamin- 
like effect on the urinary bladder. 

Marked increases in gastro-intestinal tone also 
occur during the first two minutes of typical canine 
anaphylactic shock. These tonal reactions are not 
noted in dehepatized anaphylactic dogs. The 
authors believe that the gastro-intestinal contrac- 
tions in intact anaphylactic dogs, like the urinary 
bladder contractions, are due to chemical prod- 
ucts (hepatic anaphylatoxins) explosively formed 
or liberated by the anaphylactic liver and that 
these products have a histamin-like effect on the 


gastro-intestinal tract. It is possible that the hepatic 
anaphylatoxin is but an exaggerated amount of a 
normal hepatic internal secretion, a hepatic hormone 
whose main function is to cause rapid evacuation 
of the gastro-intestinal tract on the absorption of 
toxic products from the intestine. 

Cyrit J. GLasper, M.). 


Boardman, W. W., and Schoonmaker, G. D.: 
Phenoltetrachlorphthalein in the Study of 
Liver Function. Am. J. M. Sc., 1924, clxviii, 688. 


The authors review the literature, commenting 
especially on the work of Rosenthal. Rosenthal’s 
work was based on the theory that as the liver is 
practically the only organ involved in the elimina- 
tion of phenoltetrachlorphthalein, and as the dye 
appears in the urine only when there is evidence of 
decreased output by the liver, it is probable that 
there is retention of the dye in the blood when liver 
function is impaired. In a series of normal dogs 
Rosenthal found that after the intravenous injec- 
tion of 5 mgm. of phenoltetrachlorphthalein per kilo 
of body weight there was an immediate increase in 
the dye in the plasma to approximately ro per cent, 
followed within fifteen minutes by a rapid decrease 
to only a trace. When the liver was damaged there 
was an immediate rise from 15 to 30 per cent and 
the values then remained elevated, 11 per cent 
being recovered almost two hours after the injec- 
tion. There was evidence that the curves of reten- 
tion paralleled the degree of impairment of liver 
function. 

Clinical application of the test showed retention 
of the dye in all cases of disease of the liver. In 
the cases of twenty normal persons no dye ap- 
peared in the urine whereas in the pathological 
cases all but four showed dye in the urine, though 
not in proportion to the concentration in the 
blood 

Boardman and Schoonmaker made clinical 
studies of normal and pathological cases with the 
Rosenthal and duodenal tube methods, using 150 
mgm. of the dye. When the latter method was 
employed in the cases of ten normal persons the 
initial appearance-time ranged from nine and one 
half to thirteen minutes. When the Rosenthal 
method was used, these same normal cases gave 
fifteen values of from 5 to 6 per cent with the excep- 
tion of one case which showed 8 per cent. Forty 
minutes after the injection the dye was absent from 
the serum in every instance. These findings agree 
with those of Rosenthal. 

The authors give a summary of the results of the 
Rosenthal and duodenal tube methods in the cases 
of ten normal persons, twenty-two persons with 
chronic cholecystitis, ten with definite liver disease. 
and five with some other pathological condition but 
without liver involvement. 

The following conclusions are drawn: 

1. In phenoltetrachlorphthalein we have a val- 
uable means of studying the functional activity of 
the liver. 
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2. When 150 mgm. of the dye are used, an initial 
appearance-time of eleven minutes or over and a 
maximum appearance-time of fourteen minutes or 
over indicates liver disturbance. In the cases of 
norma! persons the time between the initial and 
maximum appearance of the dye rarely exceeds 
three minutes. H. Hoyt Cox, M.D. 


Curran, J. F., and Locke, A. W.: Echinococcus 
Cysts of the Liver. Boston M. & S. J., 1924, cxci, 

Echinococcus cyst or hydatid disease is a parasitic 
infection characterized by the formation of one or 
more cysts. The disease has a wide distribution, 
but is most common in Iceland, where it is epidemic. 
In 1917 about 14 per cent of the deaths occurring 
in Iceland were due to this disease. In England the 
mortality approximates 1.5 per cent. In general, 
echinococcus disease is most prevalent in countries 
where dogs live in close association with man. The 
cycle of the parasite may be completed in sheep, 
cattle, and swine. In America most persons with the 
infection are immigrants. 

The echinococcus granulosus is one of the smallest 
known tapeworms. Its normal habitat when it is 
mature is the intestinal tract of the dog. Man, 
cattle, sheep, and hogs are the intermediate hosts for 
the larval stage of the cycle. When the eggs arrive 
in the stomach of the intermediate host, the acid 
gastric juice liberates the hooked embryos. The em- 
bryos pass into the small bowel whence they are 
carried to various organs of the body to form cysts. 

The embryos gradually increase in size, present- 
ing a thick outer cuticle and an inner parenchyma- 
tous layer surrounding a cavity filled with fluid. 
Brood capsules form from the inner layer. The 
process continues with the formation of daughter 
and granddaughter cysts which fall into the cavity 
of the mother cyst. Such a tumor may reach a 
weight of 30 lbs. or more. Any part of the body 
may be involved, but the liver, lungs, and kidneys 
are the organs most frequently affected. In the 
liver the cyst is usually in the right lobe and bulges 
upward toward the diaphragm or slowly downward 
into the abdomen. Secondary infection of the cyst 
may give the picture of liver abscess. It has been 
estimated that 50 per cent of cases are fatal within 
five years, but early surgical treatment offers a 
good chance for cure. 

The first sign of the disease is often the presence 
of a tumor mass in the region of the liver. The 
palpable cysts are painless. When there is pain 
associated with fever, the cyst has become seconda- 
tily infected. An increase in the leucocyte count with 
an eosinophilia is very constant. In about 90 per 
cent of the cases the intradermal and complement- 
fixation tests are positive. Aspiration from the cyst 
cavity of a clear fluid containing hooklets renders 
the diagnosis certain. 

The treatment must be surgical. Laparotomy 
with opening and evacuation of the cysts should 
be performed. It seems best to suture the cyst to 
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the abdominal incision and establish good drainage. 
The cyst cavity may be packed with dry gauze for 
ten days and then with gauze dipped in an acid- 
alcohol solution. Under this treatment the cyst 
membrane shrivels up and is cast away after two 
or three weeks. At a later date the defect can be 
repaired by a plastic operation. Great care must 
be taken not to spill any of the cyst fluid as the 
daughter cysts are readily transplanted in this way. 

The author reports two cases of echinococcus 
disease. In the first, in which there were multiple 
cysts of the kidney, a cure was effected by nephrec- 
tomy. In the second, an echinococcus cyst of the 
liver was ruptured during the operation and some 
of the cyst contents escaped into the free peri- 
toneal cavity. Subsequently the patient was re- 
admitted to the hospital several times and surgical 
treatment revealed multiple recurrent cysts gen- 
eralized throughout the abdomen and in the chest. 
Death occurred soon afterward. 

Joun W. Nuzvum, M.D. 


Thurston, E. O.: Liver Abscess: A Series of Sixty- 
Four Cases. Lancet, 1924, ccvii, 1008. 


In a series of sixty-four cases of liver abscess, 
sixty-three of the patients were males. A his- 
tory of dysentery was given in forty-four cases. 
The ages of the patients ranged from 14 to 70 years, 
and the duration of the condition from five days to 
eight months. Forty-nine patients were treated by 
aspiration alone. Of these, forty were cured and 
nine died. Four patients were treated by aspiration 
followed by drainage; none of these died. In nine 
cases an incision was made, the abscess cavity 
cleaned out with gauze and irrigated, and the wound , 
then tightly sewed up. There were no deaths in 
this group. Two patients treated by incision and 
drainage recovered. The total death rate for all 
methods was 14 per cent. In considering this mor- 
tality it must be remembered that all of the cases 
were advanced or very acute. The author believes 
that, with proper treatment, the mortality in early 
uncomplicated cases can be reduced to 5 per cent. 

Rogers gives the mortality for the open operation 
as 40.5 per cent for the abdominal wall route, and 
73.4 per cent for the chest wall route. The site of 
the primary focus is of great importance. An abscess 
located in the substance of the right lobe is more 
difficult to diagnose and will be operated on at a 
later stage, with greater destruction of liver tissue, 
than one on the anterior surface of either the right 
or the left lobe. 

The operative technique is simple. All that is 
necessary is an ordinary Potain aspirator. General 
or local anesthesia may be employed. The site of 
the puncture should always be toward the upper 
surface of the abscess, particularly in epigastric 
cases. An abscess extending to the level of the um- 
bilicus should be aspirated from above downward 
from just below the costal margin because, as the 
pus is being evacuated, the liver retracts upward 
with great rapidity and a puncture low down may 
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not evacuate all of the pus and is associated with the 
risk of breaking down adhesions and allowing the 
escape of pus into the abdominal cavity. 

Adequate treatment with emetin is as important 
as the operation. The author’s practice has been to 
inject the emetin while aspiration is going on. The 
serum filling the abscess cavity following aspiration 
can be charged with emetin in this way. Thurston 
gives 2 gr. at a dose. He regards the injection of 
quinine or emetin into the abscess cavity as of no 
value. Speaking generally, emetin acts as a specific 
or not at all. 

While the author regards aspiration as the opera- 
tion of choice, he believes that in doubtful cases 
exploration and either aspiration or cleaning out of 
the cavity and firm suture of the wound is the best 
treatment. Drainage should be regarded only as a 
last resort; its sole indication is sepsis. 

STANLEY J. SEEGER, M.D. 


Winkelstein, A., and Aschner, P. W.: Experi- 
mental Biliary Drainage in the Dog: A Pre- 
liminary Note. Am. J. M. Sc., 1924, clxviii, 749. 


Winkelstein and Aschner report the results of 
their experiments to substantiate Meltzer’s theory 
of contrary innervation between the gall bladder 
and the sphincter of Oddi. They could not demon- 
strate contraction of the gall bladder nor any evi- 
dence of the law of contrary innervation. Interesting 
observations were made, however, on the pressure 
factor concerned in the biliary flow. 

Through a small opening in the anterior wall of 
the stomach well away from the antrum, a narrow 
soft tube was passed into the duodenum and upper 
jejunum. Small fenestra were made in the tube at 
the site of the papilla of Vater. Two cubic centimeters 
of bile were withdrawn from the gall bladder and 
replaced by an equal amount of dye. 

If the duodenum was then lavaged through the 
tube with a warm 25 per cent magnesium-sulphate 
solution, only a light brown, bile-stained fluid 
without a trace of dye could be recovered. When 
the abdominal wound was closed by suture and the 
test was repeated the result was the same. The 
following day further observations were made. In 
one animal, which was still fasting nineteen hours 
after the operation, lavage of the duodenum with 
the magnesium-sulphate solution yielded only yellow 
brown bile. Five hours later the dog was fed bread 
and water. One-half hour later bile dyed a dark 
blue was recovered. The following day, forty-six 
hours after operation lavage with magnesium- 
sulphate solution yielded fluid well stained by the 
dye. Subsequently no dye was recovered from the 
duodenum, and at autopsy one week later no dye 
was present in the gall bladder. It seems probable 
that the gall bladder had been emptied of the original 
dyed bile within a period of forty-eight to seventy- 
two hours. 

Identical results were obtained in two other animals. 

From these findings the authors conclude that 
following the introduction of warm 25 per cent 


magnesium sulphate into the duodenum of the dog, 
bile from the gall bladder entered the duodenum. 
Other studies indicated that magnesium sulphate 
does this by relaxing the sphincter of Oddi. No 
proof of Meltzer’s theory of contrary innervation 
was obtained. H. Hoyt Cox, M.D. 


Specht, O.: Investigations on the Effect of Chole- 
dochotomy on the Secretion of Bile (Unter. 
suchungen ueber die Beeinflussung der Gallense- 
kretion an Choledochotomierten Patienten). Beitr, 
zs. klin. Chir., 1924, Cxxxi, 489. 


The author studied the secretion of bile in man by 
removing the gall bladder and draining the hepatic 
duct by a closely fitting tube which prevented the 
bile from flowing past it either externally into the 
dressings or through the choledochus into the intes- 
tine. The amount of bile obtained under such con- 
ditions does not in any way represent that which 
could be expected under normal conditions in which 
the bile flows directly into the intestine, since the 
experimental conditions interfered with the so- 
called cycle of bile flow, that is, the resorption of a 
certain portion of the bile poured into the intestine. 
However, the findings are of some value since it is 
necessary only to perform comparative experiments 
under similar conditions to determine how much bile 
is secreted in a certain period of time, and whether 
and how certain substances influence its secretion. 

Under normal conditions in one and the same 
person on a meat-free diet, the amount of bile se- 
creted in twenty-four hours shows variations but as, 
at the most, these equal 50 per cent, variations 
greater than this can well be ascribed to any bile 
stimulating substances administered. 

Carbohydrates cause only insignificant changes, 
but after the ingestion of meat there is a constant 
and considerable increase in the secretion of bile. 
The intake of fluids has no effect. Of all the sub- 
stances alleged to stimulate the flow of bile, only 
sodium dehydrocholate given intravenously was 
found to cause an increase in the secretion of from 
50 to 80 per cent without any effect upon the general 
condition. The effect of the other substances in- 
vestigated was not such as would indicate that they 
could be employed for thorough irrigation of the 
biliary passages without danger or discomfort. 

Bone (Z). 


Walzel, F.,and Weltmann, O.: Investigations on 
the Secretion of Bile in a Hepatocystic Fis- 
tula Following Total Extirpation of a So- 
Called Idiopathic Cyst of the Common Bile 
Duct; Also a Contribution on the Plastics of 
the Common Bile Duct and Cholangiostomy 
(Studien zur Gallensekretion bei einer Leber-Gallen- 
fistel nach vorausgegangener Totalexstirpation einer 
sogenannten idiopathischen Choledochuscyste; Zug- 
leich ein Beitrag zur Choledochusplastik und Cholang- 
iostomie). Mitt. a.d. Grenzgeb. d. Med. u. Chir., 1924, 
XXXVii, 437. 


A woman, 27 years old, came to the Clinic with a 
diagnosis of cholelithiasis. Three years previously 
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she had had typhoid fever with gastric symptoms. 
Later there was icterus which varied in intensity. 
During the attacks causing icterus the stools were 
acholic. Recently the icterus had persisted and the 
patient’s health had failed visibly. 

Palpation revealed an apparently nodular tumor 
the size of a small fist on the right side under the 
edge of the liver. 

At the first operation, performed in September, 
1920, the edge of the liver was found covered to an 
extent of about 8 cm. by the transversely fixed and 
dilated gall bladder, most of which lay on the con- 
vexity of the liver. The cystic duct, 5 cm. long, 
emptied into a tense, cystic mass the size of a bil- 
liard ball which spread out between the hilum of the 
liver and the upper angle of the duodenum and was 
buried in firm adhesions. On pressure over the gall 
bladder the cystic mass became filled, and when the 
pressure was released it emptied. No calculi were 
palpable in the gall bladder. 

When the cyst was opened diverticula and trabec- 
ule were seen on its inner surface. When a sound 
the thickness of a goose quill was introduced into a 
depression with three valve-like lumina it entered 
the right hepatic duct. No communication with the 
duodenum could be discovered. An attempt to 
probe by way of the duodenum also failed. At the 
points where the cyst was adherent to the duodenum 
and pancreas there were papillary elevations sug- 
gesting a neoplasm. Chiefly because of these, the 
gall bladder and the cyst were extirpated. The 
stump of the hepatic duct was about 1.5 cm. long. 
As the patient’s condition became serious, the opera- 
tion was interrupted and a drainage tube as thick as 
a finger was sutured into the stump of the hepatic 
duct. A punctate of the cyst contents contained 
typhoid bacilli, as did also the drainage fluid, even 
as late as the tenth day. On the seventh day the 
icterus receded. 

A second laparotomy was done on the eleventh 
day. As by this time the stump of the hepatic duct 
had become markedly shrunken, it was necessary to 
effect an anastomosis with the stomach by means of 
a catheter 8 cm. long according to the Jenkel-Wilms 
method. 

On the forty-fourth day a normally colored dark 
brown stool was obtained by enema, and on the 
fifty-fourth day the sutured-in rubber prosthesis was 
removed. A complete cure resulted. 

Macroscopic examination of the cyst revealed in 
its wall a duct which appeared to be the common 
bile duct. On microscopic examination the cyst was 
found lined with cylindrical epithelium. There was 
no neoplasm. 

Subsequently, when the patient inquired whether 
pregnancy would be dangerous, she was answered 
in the negative because of her good general condi- 
tion. In the sixth month of pregnancy slight icter- 
us appeared frequently, and aster the beginning of 
March, 1922, this persisted. A spontaneous mis- 
carriage occurred in the eighth month of pregnancy, 
and the severely icteric child died eight days later. 


= patient showed acholia with itching, fever, and 
chills. 

The third operation, performed in July, 1922, 
revealed at the site of the old anastomosis only a 
fibrous band between the hilum of the liver and the 
pylorus. An opening 2 cm. long and 1 cm. wide was 
therefore made with the Pacquelin cautery in the 
direction of the axis of the band. Immediately there- 
after the sound passed toward the right into a large 
intrahepatic bile duct. A drain was placed in this 
opening and the bile drained externally. 

During the first three days after the operation the 
drainage of bile was only slight, but later it amount- 
ed to about 1,000 c.cm. daily. The bile was some- 
times clear and colorless and sometimes of a deep 
bile color. The icterus receded. On August 8, the 
patient was discharged in good general condition 
wearing a receptacle to collect the bile. Moderate 
icterus was still present. 

In the next eleven months the patient was at the 
Medical Clinic from time to time. When the biliary 
fistula was dilated with laminaria tents during this 
period the resulting obturation of several hours’ 
duration caused chills and a high fever. 

As the icterus did not entirely disappear in spite 
of all internal medication and as the biliary fistula 
was very annoying, a fourth operation was under- 
taken. It was assumed that the persistence of the 
icterus was due to obstruction of the biliary outflow 
of the left lobe of the liver. The plan of operation 
included two procedures: (1) cholangio-enterostomy 
by way of the left lobe of the liver, and (2) a pre- 
liminary operation to lead the fistula bile into the 
intestine by unilaterally shunting out a portion of 
the small intestine and attaching it in the vicinity of 
the external opening of the fistula. 

On August 8, 1923, the small intestine was sec- 
tioned 1 cm. from the duodenojejunal flexure and 
re-implanted end-to-side about 20 cm. further down. 
The terminal portion was closed and led through a 
slit in the mesocolon. The left lobe of the liver was 
found to be of icteric color, hard, and nodular. An 
opening 2 cm. long and 1 cm. wide was again burned 
with a Pacquelin cautery on the undersurface of the 
liver and carefully dilated with a stone sound. 
Although no bile came away, an anastomosis with 
the stomach was established over a resorbable drain 
5 cm. long. The blindly closed portion of the small 
intestine was led out over the abdominal suture in 
the vicinity of the abdominal fistula. 

On the fourth day the stool showed a most abun- 
dant admixture of blood. The patient died on the 
sixth day. 

Autopsy showed that the biliary duct of the right 
lobe of the liver, from which the external fistula 
originated, was not the main branch. This duct was 
markedly dilated and at the hilus joined the main 
branch of the left lobe. The lumina of both were 
filled by a soft black stone branched like a stone in 
the renal pelvis. The position of the stone lodged in 
the left main branch was 2.5 cm. long and that in the 
right branch 2 cm. long. The left lobe ot the liver, 
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which was nodular and smaller and harder than the 
right, showed marked fibrous degeneration. An 
abundant exudation of blood had occurred into the 
stomach and intestine. Blood examination showed 
cholemia. Extensive hemorrhage had occurred in 
the area of operation and around the spleen. 

The epicrisis indicates that the patient was the 
victim of a therapeutic error. The nature of the rare 
findings was recognized too late. The first operation 
was performed with the belief that a neoplasm was 
present. If the true condition had been recognized 
an anastomosis between the cystic sac and the 
duodenum would probably have led to a cure. It is 
impossible to say whether the degeneration of the 
well functioning artificial biliary duct was due to 
mechanical or toxic influences of the pregnancy or 
would have occurred sooner or later anyway. 

This case shows also that the bile from the left 
lobe of the liver does not flow toward the site of 
least resistance, the right lobe of the liver, and that 
intrahepatic anastomoses of the biliary ducts do not 
take part in the adjustment. 

The incontestable fact that the stone was of in- 
trahepatic formation is of particular interest and a 
rare finding. 

Histologic examination showed that the canal 
formed over the rubber prosthesis had not become 
lined with mucous membrane. Therefore no ad- 
vance was made from either the hepatic duct or the 
stomach. 

The case showed also indications of a congenital 
malformation, this explaining the very unusual posi- 
tion of the external biliary system. There were no 
findings to support Budde’s theory that it was a 
case of diverticulum formation due to displacement 
of the germ of the pancreas. Possibly the typhoid 
infection contributed considerably to the cystic 
change in the abnormally arranged external biliary 
system by causing a structural alteration in a part of 
the wall of the common bile duct. If this were not 
the case it would be difficult to explain why the ex- 
cretion of bile was normal for twenty-four years, 
symptoms of disturbance occurring only afier the 
typhoid infection. 

The second part of the article reports the exam- 
inations of the internists. The findings are sum- 
marized as follows: 

1. A severe icterus and cholemia persisted with a 
biliary excretion of from 800 to 1,000 c.cm. of bile 
per day. 

2. The amount was constant, but the pigment 
content varied within wide limits. 

3. The ratio between the diurnal and the noc- 
turnal quantities was 2:1. The secretion was not 
affected by food, drugs, or the patient’s own bile. 

4. Vollhard’s water and concentration test 
showed no changes. 

5. Urobilin was found in the feces and urine but 
not in the bile or blood serum. 

6. Neither the patient’s own bile nor bilirubin 
caused a definite increase in the urobilinogen values 
of the urine. 


7. Two hundred and fifty cubic centimeters of 
pig’s bile led to an enormous urobilinogenuria. The 
bile then remained free from urobilin. Urobilin was 
demonstrable in the serum. 

8. Considerable amounts of urobilinogen are 
always found in fresh pig’s bile. 

9. Mueller’s test can no longer be accepted as 
proving the origin of urobilinogen in the intestine. 

SCHUENEMANN (Z), 


Koerte, W.: The Indications for the Operative 
Treatment of Cholelithiasis (Ueber die Indika- 
tionen zur operativen Behandlung der Gallenstein- 
krankheit). Deutsche med. Wehnschr., 1924, |, 867. 


There are two stages of the disease to be differ- 
entiated: (1) that in which, though the stone pro- 
duces mechanical irritation of the bile tracts, there 
is no evidence of inflammation or infection (regular 
cholelithiasis, Naunyn), and (2) that in which, 
through the introduction of infection in the gall 
bladder or bile tracts after deeper penetration of the 
stone into the ducts, inflammatory manifestations 
of an acute or chronic character arise (irregular 
cholelithiasis, Naunyn). 

The first stage may become latent and remain 
quiescent for a long time or even for life, but is apt 
to recur, and may at any time advance to the 
second, dangerous stage, from which a remission to 
the latent stage seldom occurs. It is emphasized 
that the passage of the stone is not a certain indica- 
tion of spontaneous healing; many other stones be- 
sides the one that was passed may be present in the 
gall bladder. 

While medical management was formerly pre- 
ferred in the first stage, a number of famous sur- 
geons have now expressed themselves in favor of 
early operative interference. However, the impos- 
sibility of predicting the course of the condition and 
the uncertainty in the early diagnosis increase the 
difficulty of establishing the indications for early 
operation. The surgeon must be governed by the 
severity of the symptoms and must be mindful of 
the fact that delay may lead to serious injury. 

Acute infectious cholecystitis and common-duct 
stone present an absolute indication for operative 
treatment, either during the attack or, as Hotz 
proposes, immediately after the acute inflammation 
has subsided. The only contra-indication is serious 
disease of other organs (heart, lungs, vascular sys- 
tem, kidneys) or severe diabetes. Age is not of itself 
a contra-indication; neither is deep jaundice, 
although it increases the risk of operation. In cases 
of jaundice operation should not be postponed for 
more than fourteen days. If the coagulation time is 
increased, the danger of operation may be lessened 
by the administration of calcium or small intrave- 
nous injections of blood or serum. 

In chronic recurrent cholecystitis the severity of 
the symptoms are disproportionate to the findings 
at examination. The indications for operation are 
persistent tenderness, a palpable swelling in the re- 
gion of the gall bladder, febrile attacks, the period- 
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ical appearance of transient jaundice, and frequent 
need for morphine. Long delay may result in severe 
injuries. In morphinism the use of morphine must 
be reduced as much as possible. Operation in these 
cases reveals advanced disease of the bile tracts 
and frequently beginning or even complete rupture 
of the gall bladder into the surrounding organs. 
Less frequently there are no stones and only in- 
flammatory changes and adhesions between the 
gall bladder and its neighboring structures. Chronic 
hydrops of the gall bladder does not in itself con- 
stitute an indication for operation unless there is 
infection. An inflamed obstructed gall bladder is an 
absolute indication for intervention. Whether a 
prophylactic operation should be done in symptom- 
less hydrops must depend upon the conditions in 
which the patient lives as regards the danger of 
sudden infection. STETTINER (Z). 


Coleman, R. B., and Bateman, J. E.: Splenectomy 
in Egyptian Splenomegaly: Seventy Cases. 
Lancet, 1924, ccvii, 1116. 


In Egypt the majority of cases of splenomegaly 
come from two well-defined areas, one in Zagazig 
and the other near Dekerans, both in the eastern 
delta. The authors are not sure, however, that 
this fact indicates an especially high incidence of 
the disease in these centers. 

The condition occurs most frequently in the second 
and third decades of life. The seventy patients whose 
cases are reviewed ranged in age from 8 to 40 years. 
Their average age was 19 years. Only thirteen 
were females. This disparity between the two sexes 
is not to be accounted for entirely by the greater 
readiness of men to seek medical aid; it is rather an 
indication of a true difference in sex incidence. 
Bilharziasis is much more common in the male 
than in the female in Egypt, and it is possible that 
there may be some causal relation between bil- 
harziasis and splenomegaly. 

In the cases reviewed the leucocyte count averaged 
between 3,000 and 4,000. The differential white cell 
count was about normal. Any considerable degree 
of leucocytosis has been regarded as a contra- 
indication to operation, but there is often a moderate 
leucocytosis early in the disease. 

The authors have seldom found a case in which 
the adhesions about the spleen could not be broken 
down safely. From their experience they conclude 
that a spleen which is very long from above down- 
ward usually has a long pedicle and can be removed 
easily, but that a broad spleen, extending medially 
beyond the middle line, means a thick bunched-up 
pedicle in which the vessels are difficult to reach 
and secure individually. In these latter cases they 
throw a ligature around the whole pedicle, and after 
cutting off the spleen, tie the gaping ends of the 
vessels separately. Occasionally the tail of the pan- 
creas is very closely involved in the pedicle, and once 
or twice in difficult cases the tip of this organ has 
been included in the ligature and removed, but 
poor results have never resulted from this. The 


authors have had no serious trouble with hemor- 
rhage in any case and no immediate fatalities. The 
— removed ranged in size from 1% to 12% 

S. 

In the cases reviewed the mortality was 15.7 per 
cent. The Egyptian Government Hospital has re- 
ported forty-three cases with a mortality of 20.9 
per cent. 

It has been difficult to follow up native patients, 
but of the fair number that have been traced and 
re-examined, nearly all have been found well and 
strong. None of them has shown any evidence of 
ascites, which is one of the late symptoms of the 
disease when it is left to pursue its course without 
operation. In the authors’ opinion splenectomy is 
the most satisfactory treatment of Egyptian spleno- 
megaly. STANLEY J. SEEGER, M.D. 


MISCELLANEOUS 


Bryan, G.: The Diagnosis of Acute Abdominal III- 
ness in Children. Lancet, 1924, ccvii, 737. 


Bryan points out that there are certain differences 
in the signs of abdominal conditions in adults and 
in children. In the cases of older patients great reli- 
ance can be placed on the history and subjective 
symptoms; in children these may be of little value. 
While it is often impossible for young patients to 
give an accurate history, they should always be 
asked to point out the location of the pain. 

In children most abdominal emergencies are due to 
lesions of the alimentary canal but the symptoms of 
onset frequently direct attention elsewhere. The 
primary examination should be very thorough with 
the aim of arriving at a tentative diagnosis. The 
two most important objective methods of deter- 
mining abdominal disease in children are palpation 
of the abdomen and rectal examination. In palpa- 
tion of the abdomen the point of greatest tenderness 
and the presence or absence of general or localized 
rigidity and a palpable tumor mass should be deter- 
mined. It is often advisable to exclude the child’s 
parents from the room during the examination. The 
full confidence of the patient must be secured. In 
the cases of nervous or unruly children light ether 
anesthesia may be necessary for the rectal examina- 
tion and is especially desirable and necessary for the 
palpation of the tumor in suspected intussusception. 
A rectal examination should always be made when 
acute symptoms point to the presence of disease in 
the abdomen or hip joint. 

Urinalysis will reveal at once the presence of a 
pyelitis or acetonemia. As possibility of malignant 
growths of the colon, gall-bladder disease, and 
chronic ulceration of the stomach and duodenum 
may be excluded immediately, the diagnosis in the 
cases of children is limited to appendicitis, pneumo- 
coccal peritonitis, abdominal tuberculosis, intestinal 
obstruction, volvulus, intussusception, iliac abscess, 
pyelitis, and a few less common diseases. 

Appendicitis is probably the most common surgi- 
cal emergency in the child. The clinical picture 
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varies somewhat according to the position of the 
appendix. The order of incidence of symptoms is 
important. Abdominal distress, vomiting, localiza- 
tion of the pain to McBurney’s point, and fever are 
important in the diagnosis. In pelvic appendicitis 
pain on micturition is a frequent and important 
symptom. Rectal examination reveals an abscess 
in the pelvis or a swollen appendix tender to palpa- 
tion. 

When the appendix lies high up just beneath the 
liver, a position due usually to an undescended colon 
or cecum, tenderness and rigidity in the right hypo- 
gastrium can often be elicited. As in children these 
findings may be closely simulated by bronchopneu- 
monia, pulmonary disease should always be excluded 
by a careful chest examination. 

Primary pneumococcal peritonitis in young chil- 
dren may run an acute and rapidly fatal course or 
terminate in a localized pelvic abscess. In these cases 
drainage of the abdomen, when instituted early, 
offers some hope of recovery but the mortality is 
high. 

Of the remaining acute abdominal illnesses of 
childhood, intussusception calls for careful con- 
sideration. The typical picture in infancy is easily 
recognized, but when the tumor mass cannot be 
palpated, the diagnosis is difficult. 

During the acute onset of enterocolitis with 
bleeding from the rectum the child cries because 
of colic and the resulting disturbances make abdom- 
inal palpation inconclusive. In doubtful cases an 
anesthetic should be administered and a thorough 
rectal and bimanual search made for the presence of 
the characteristic tumor mass. A bloody mucus dis- 
charge of the characteristic dark-red jelly type is 
pathognomonic of intussusception. 

Joun W. Nuzum, M.D. 
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Rabinowitch, I. M.: A Statistical Report Concerp. 
ing the Value of the Study of the Blood Chem. 
istry in the Acute Abdomen. Canadian M. 4s, 
J., 1924, Xiv, 1057. 

In a preliminary report it was shown that there js 

a definite rise in the blood-urea concentration in such 
conditions as acute intestinal obstruction, acute 
pancreatitis, and acute general peritonitis. Main. 
tenance of this concentration is indicative of an up. 
favorable prognosis. In a recent study of 3.43 cases 
the following determinations were made: 


Blood-urea 
nitrogen increased 


Condition Cases Cases Per cent 
906 884.2 
Acute appendicitis.............. 138 ° 
Diseases of gall bladder and ducts — 29 I 


The urea-nitrogen ranged from 28 to 147 mgm. 
per 100 c.cm. of blood, but the amount of increase 
bore no relation to the severity of the clinical 
symptoms. In the prognosis, an arbitrary danger 
level of 50 mgm. per 100 c.cm. of blood was adopted. 
In sixty-seven cases with a urea-nitrogen concentra: 
tion above this level there were thirty-eight deaths, 
a mortality of 56.7 per cent, while in 276 cases with 
a urea-nitrogen concentration below this level there 
were six deaths, a mortality of 2.2 per cent. 

A study of other chronic abdominal disorders did 
not reveal any increase in the urea-nitrogen. 

It was found that hyperglycemia was a fairly 
constant feature of pancreatitis and to a lesser 
extent of diseases of the gall bladder and ducts, 
probably those involving the pancreas. 

J. Pickett, M.D. 
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GYNECOLOGY 


UTERUS 


Kuncz, A.: The Results of the Alexander-Adams 
Operation (Ueber die Heilungserfolge der Alex- 
ander-Adamsoperation). Zentralbl. f. Gynack., 1924, 
xlviii, 339. 

This report is based on the cases of 145 patients 
operated upon by von Szabo and sixty-six operated 
upon by von Kubinyi. Seventy-eight of the former 
and nineteen of the latter were re-examined. Re- 
currence resulted six times in the first group and 
three times in the second. The cause was trauma in 
one case, salpingo-odphoritis in two cases, a difficult 
labor in which hemorrhage due to uterine atony 
necessitated Credé expression of the placenta in two 
cases, and atrophy of the round ligaments following 
the second delivery after the operation in one case. 

In every instance a pessary was tried before the 
operation. If the uterus falls back in spite of this, 
the operation is not justified. The opening of the 
peritoneum for the purpose of drawing the ligaments 
forward was done in the later operations only when 
the ligaments could not be found or when a hernia 
was present. 

Contra-indications to the operation are the pres- 
ence of traces of an inflammation of the adnexa and 
marked obesity. The procedure is applicable to all 
cases in which the uterus can be readily brought into 
anteflexion, the pessary test rules out fixation, and 
the condition of the adnexa and appendix does not 
demand more careful exploration of the abdominal 
cavity. Fiescu (G). 


Phillips, J.: Uterine Hemorrhage About the Time 
of the Climacteric. Brii. M.J., 1924, ii, 568. 


Two points which the author emphasizes are: (1) 
that in about 25 per cent of the cases abnormal 
bleeding is associated with malignant disease; and 
(2) that it is very desirable to investigate all of the 
patient’s complaints. 

Phillips reviews 292 consecutive cases. These 
may be divided into eight groups. In Group 1 were 
102 cases of fibroids. Curettage was done in one 
case. In five cases a partially extruded fibroid was 
removed through the vagina, with two deaths. In 
another case a malignant fibroid was removed 
through the vagina and the patient died. Hyster- 
ectomy was done in ninety-four cases; in five, the 
fibroid was malignant, and in six it was degenerating. 
There was one death. In one case of inoperable 
eeanent fibroid an exploratory laparotomy was 

one, 

In Group 2 were fifty-seven cases of degenerative 
changes in the uterus such as chronic metritis, 
fibrosis, and glandular endometritis. In four cases 
with ovariosalpingitis the removal of only the 


adnexa was done. In fifty-three cases hysterectomy 
was performed with two deaths. In two of the latter 
there was an associated adherent ovarian dermoid; 
in four, cystic disease of the cervix; and in twenty- 
one, chronic adnexal disease. 

In Group 3 there were fifty cases with a cervical 
condition suggesting cancer. Local excision was 
done in four; local excision with colpoperineorrhaphy 
in sixteen; and hysterectomy with colpoperineor- 
rhaphy in three. Hysterectomy was done also in 
twenty-seven cases in which the suspicious condition 
of the cervix was associated with some pathological 
condition such as pyometra, adnexal disease, or 
tenderness and pain in the fundus. In the last 
group mentioned there was one death. 

Group 5 consisted of five cases of cancer of the 
body of the uterus for which hysterectomy was 
done. 

Group 6 included forty-nine cases of cancer of 
the cervix. Hysterectomy was done in thirteen, 
with two deaths. In thirty-four in which the growth 
was inoperable, local treatment was given. Two 
patients were referred to the radiotherapeutist. 

In Group 7 were twenty-one cases of polypi pre- 
senting at the uterine os. Local excision was done 
in fifteen and hysterectomy in six. 

In Group 8 were five cases of subinvolution, 
endometritis, etc. which were treated by curettage. 

Three patients declined operation. 

Cart H. Davis, M.D. 


Hirschberg, H.: Hamangioma of the Uterus 
(Haemangioma uteri). Zentralbl. f. Gynaek., 1924, 
xlviii, 597. 


Hemangioma of the uterus is rare. The case re- 
ported in this article was observed at the Leipzig 
Clinic. The patient was a woman 64 years old who 
had had four spontaneous deliveries. For several 
weeks she had suffered with pain and for eight weeks 
had had hemorrhage. During the last few weeks 
there was a loss of weight. Palpation revealed a 
movable cystic tumor the size of a fist, which pushed 
the uterus toward the right and backward. 

At laparotomy a very soft uterus the size of a fist 
was found. The adnexa and parametrium were 
negative. When the uterus was incised it was found 
to have a dilated cavity filled with a spongy, reddish- 
brown mass which was apparently intramural. Re- 
moval of the mass left a large cavity with an uneven 
wall covered with mucous membrane only in the 
lower part. The fundus showed no true mucous 
lining. 

Microscopic examination did not reveal any pecu- 
liarities in the epithelium present. Toward the 
fundus the musculature was split with the formation 
of an irregular network with hollow spaces. High 
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magnification showed that the spaces outlined by 
tissue trabeculz were lined with delicate, low, fairly 
elongated cells with small nuclei—a typical single- 
layered endothelium. This structure represented a 
vascular proliferation, a hemangioma. ‘The sections 
of the extirpated mass of blood clot showed indica- 
tions of necrotic trabecule only in isolated areas. 
There was no pedicle formation and no suggestion of 
telangiectatic changes of a myoma, a polyp, or 
similar structure. 

In performing a curettage ten weeks after an 
abortion in another case the author found strikingly 
numerous atypical vascular proliferations in the his- 
tological picture. This finding suggests that the ham- 
angioma in the case reported might have developed 
gradually from a similar vascular hyperplasia follow- 
ing the patient’s last delivery. Lerxt (G). 


Hartmann, H.: Operation or Irradiation in Cases 
of Uterine Fibromata? (Operation ou traitement 
par les rayons dans les cas de fibromes utérins?) 
Gynéc. et obst., 1924, X, 204. 

The author discusses the applicability of the roent- 
gen rays, radium, and operation in the treatment of 
uterine fibromata. 

He believes that operation should be done in all 
cases in which there is doubt as to the diagnosis 
because an old adnexal lesion, an old hematocele, 
or a dermoid cyst adherent to the uterus may be 
mistaken for a fibroma. If a laparotomy is per- 
formed such an error is not of very great importance 
as the nature of the lesion will be discovered and 
proper operative measures can be taken. 

Pregnancy is another condition which may be 
erroneously diagnosed. In the cases of women in 
the child-bearing period operation is to be pre- 
ferred to irradiation. Irradiation causes definite 
sclerosis of the ovaries, while in surgery, conserva- 
tism may be possible. Operation is indicated also 
for all subperitoneal and all submucous fibromata. 
It is indicated by hemorrhages from a large soft 
uterus in the cases of women approaching the 
menopause; by obesity; by cardiac and renal de- 
compensation; and in cases with severe anemia. 

As a rule radium is employed for uteri not rising 
above the pubes more than two or three finger- 
breadths. The X-rays are used for larger tumors 
and when there is difficulty in the application of 
radium. 

In the author’s opinion, operation is the method 
of choice with the few exceptions mentioned. 

SALVATORE bi Parma, M.D. 


L’Esperance, E. S.: Early Carcinoma of the Cervix. 
Am. J. Obst. & Gynec., 1924, viii, 461. 

The early diagnosis of cancer is probably the 
most important subject in oncology at the present 
time and in no class of cases is the necessity for an 
early diagnosis greater than in malignant neoplasms 
of the uterus. 

Cervical erosions and cervical polyps undoubted- 
ly constitute the largest percentage of so-called pre- 


cancerous conditions, and it is in them we encounter 
the best histological examples of a distinctly atypical 
epithelial proliferation. 

Cervical polyps, which may precede or may be 
associated with erosions, form a large group in which 
atypical proliferative changes are manifest. They 
usually tend to an excessive overgrowth of cylindri- 
cal epithelium, giving a glandular character to the 
picture. 

The author’s interpretation of the precancerous 
lesion is based on the degree to which the prolifera. 
tion has progressed and upon the histological char. 
acter of the cells. When a loss of normal stratified 
layers, an increase in the staining reaction of the 
nuclei, and a tendency of the papilla to grow down- 
ward are found, the growth of cells has passed the 
stage of inflammatory hyperplasia and is beginning 
to show some of the features of a malignant process. 
Therefore the inference may be drawn that if the 
inciting factors continue, this pathological momen- 
tum of cell proliferation may sometimes pass beyond 
an inflammatory reaction and become definitely 
neoplastic. That such a life history may be read in 
numerous cancers is fully attested by the literature 
(Rubin, Schauenstein, Cullen, and Ewing). 

Cervical erosions may also present an apparently 
benign mask behind which early carcinoma gains a 
fatal headway. 

Among the precancerous conditions of the cervix 
must be included leucoplakia, a relatively rare but 
nevertheless characteristic atypical overgrowth of 
squamous epithelium. 

One form of cervical carcinoma appears as a small 
indurated ulcer near the external os. This is cir- 
cumscribed and superficially seems localized, but 
while it maintains this limited surface lesion, it early 
infiltrates the deeper structures, giving an increased 
hardness to the cervix which renders complete re- 
moval difficult except in the earliest stages. These 
small ulcers bleed easily, thus differing from the 
erosion. As the disease progresses, larger areas of 
the portio are involved and there is beginning exca- 
vation. Gradually the lesion extends and involves 
the entire portio in an excavated necrotic tumor mass. 

Another form of cervical carcinoma occurs as a 
papillary outgrowth on the portio or just within the 
cervical canal. This small papilloma gradually in- 
creases in size, spreading superficially to cover the 
entire portio. Its progress is characterized by the 
superficial growth of cauliflower-like masses which 
may entirely fill the vagina and produce implanta- 
tion tumors on the vaginal wall. This type gives 
visual evidence even in the early stages and on 
account of its relatively feeble infiltrative qualities 
is favorable for radical removal if it is recognized 
early. 

The most insidious form of carcinoma of the cer- 
vix is one arising in the deeper tissues of the portio 
or in the cervical canal and growing without evi- 
dence of its presence until it is well advanced. It 
usually extends in an annular ring in the deep struc- 
tures of the cervix. 
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If inspection of the cervix reveals even a small 
cervical lesion, the lesion should be regarded as a 
potentially precancerous process and tissue should 
be removed for histological study. 

li a highly suspicious attitude could be created in 
the minds of clinicians toward all cervical lesions in 
women of cancer age, however benign they may 
appear, and if the importance of histological examina- 
tion of routine gynecological material, especially 
tissue removed from the uterus and cervix were em- 
phasized sufficiently, a distinct advance toward the 
early diagnosis of cancer would be made. 

In conclusion the author states that when we 
bring the public to the point of realizing that cancer 
is a curable disease if it is recognized early, when we 
have supplied proper facilities for routine examina- 
tions, when we have impressed the physicians with 
the importance of complete physical examinations 
whatever the predominating symptom may be, and 
when we add to this a broader knowledge of the early 
gross and microscopic changes encountered in the 
incipient stages of cancer, we will have accomplished 
a great deal in lessening the mortality from carci- 
noma of the cervix. Epwarp L. Cornett, M.D. 


Leland, G. A., Jr.: Massive-Dose Radium Treat- 
ment in Carcinoma of the Uterus. Am. J. 
Roentgenol., 1924, xii, 373. 

The author reviews the cases of carcinoma of the 
cervix which were treated at the Huntington Hos- 
pital, Boston, between July, 1920, and July, 1921. 
There were 126 cases of primary carcinoma. thirty- 
three cases of recurrent carcinoma following com- 
plete hysterectomy, and six cases of carcinoma of the 
cervix following supracervical hysterectomy. These 
were grouped according to the scheme of the 
American College of Surgeons. 

Of the 165 patients, 147 were followed up. Of 
the 147 traced, twenty-one (12.7 per cent) were well 
after three years, four were alive with a recurrence, 
and 122 were dead. All of those with advanced 
carcinoma were dead. 

Massive doses of unscreened radium, averaging 
5,000 mc.-hr. per individual treatment, are recom- 
mended and used. The use of the largest safe 
amount of radium for a short period of time is pref- 
erable to the use of smaller amounts over a longer 
period of time. 

In reference to the reaction to heavy radiation, the 
author found that the symptoms varied a great deal 
in different patients with reference to the time of 
their onset and their duration and severity. The 
symptoms are pelvic pain, bladder and _ rectal 
irritation, and general malaise. The post-radiation 
reaction is very largely in direct ratio to the amount 
of scar tissue present in and about the cervix and 
uterus and pelvis. 

In reference to the use of the cautery and radium, 
the author recommends that the cautery be not used 
when radiation is to follow immediately. When 
radium is not available, cauterization may be a very 
valuable palliative procedure. When radium is 


available, cauterization, whether done before or at 
the time of the application of the radium, necessi- 
tates prolonged hospitalization and prolonged anzs- 
thesia and increases the liability to phlebitis and 
pulmonary complications. Furthermore, after the 
use of the cautery, it is much more difficult to apply 
radium properly because of the distortion and thin- 
ning of the vaginal structures. Bladder and rectal 
irritation and fistula are more apt to occur. 

In conclusion, the following points are emphasized: 

1. Massive-dose unscreened irradiation is effec- 
tive in eradicating carcinoma of the cervix. The 
maximum curative action of the radium is thus ob- 
tained because of its immediate contact with the 
malignant tissues which are to be destroyed. 

2. Massive-dose unscreened irradiation has been 
found at this clinic to be more effective, quicker in 
its results, and less debilitating to the patient than 
intermittent screened gamma radiation. The latter 
is now used only when palliation by surface healing 
is the objective. 

3. The likelihood of fistula formation is not great- 
er in unscreened radiation than in screened gamma 
radiation. 

4. Adjunctive cauterization and external radia- 
tion have not been found of sufficient value to be 
used as routine procedures. 

Harvey B. Matrtuews, M.D. 


Daels, F., and De Backer, P.: A New Technique of 
**Curie’’ Therapy of Cancer of the Cervix Uteri. 
Brit. J. Radiol., 1925, xxix, 315. 

The authors give the following reasons for the 
publication of this report: 

1. Thirty-four per cent of their cases treated in 
1921 with the technique they described in the 
February, 1923, issue of the Archives of Radiology 
and Electrotherapy have remained cured for from two 
and one-half to three years. 

2. Radium puncture of cancerous glands is to be 
condemned, and external curietherapy is preferable 
to roentgen treatment of such glands. 

In the method described radium tubes are placed 
in the pelvis extraperitoneally attached to chains. 
For purposes of identification, the chains for the 
forward, lateral, and backward series on each side 
have different types of links. Tubes are placed 
also in the crater in the vagina. 

The first series of tubes is placed between the 
ischial spine and the edge of the sacrum by means of 
the technique previously described and with the 
aid of the half circle. The second series is placed by 
means of long, slightly curved tongs introduced 
through an incision made from the region of the 
anterior-superior iliac spine to the sciatic spine and 
brought out of the lower opening. At the lower open- 
ing the chain of the second series is pulled and the 
tubes are thus brought into position. The third and 
foremost series of tubes is placed by tongs intro- 
duced into an incision made in the abdominal wall 
at the level of the anterior spine, between this 
point and the midline, and passed extraperito- 
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neally beside the bladder to a lower incision at about 
the level of the middle of the arch of the pubis. 

The first two series of tubes are brought with 
their lower poles on a level with the sciatic spine and 
the foremost series with their lower poles on a level 
with the lower edge of the obturator foramen. 
Roentgenograms are then taken immediately and if 
the tubes are not at the proper levels they are ad- 
justed by traction on the chain of the series. Roent- 
genograms are included in the article. 

A. James Larkin, M.D. 


Schreiner, B. F.: A Summary of the Clinical Re- 
sults After Irradiation of Cancer of the Cervix 
Uteri. Am. J. Roentgenol., 1924, xii, 367. 


The author reviews the results obtained in 416 
cases of cancer of the cervix uteri. The treatment 
consisted in the introduction of radium tubes into 
the cervical canal and the application of the X-rays 
from the outside. 

The results and the conclusions drawn from them 
are summarized as follows: 

1. In cancer of the cervix in the so-called oper- 
able stage the results of irradiation are as good as, 
or better than, those of surgical treatment. 

2. In further advanced (inoperable) cases, the 
results have surpassed those that could be expected 
from surgical treatment. 

3. In very advanced cases, irradiation treatment 
led to palliation which lasted for a period ranging 
from a few months to three years, but the disease 
was ultimately fatal. Harvey B. Matruews, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Stuebler, E., and Brandess, T.: The Pathology and 
Clinical Aspects of Ovarian Tumors (Zur 
Pathologie und Klinik der Ovarialtumoren). W werz- 
burger Abh. a. d. Gesamtgeb. d. Med., 1924, xxi, 249. 


This article is a statistical study of 670 cases with 
682 ovarian tumors, 71.3 per cent of which were 
benign, 28 per cent malignant, and 0.3 per cent 
questionably benign. 

Histogenetically, the simple serous cystoma is not 
differentiated from ‘the papilliferous serous cysta- 
denoma, but it is classified separately because it is 
nearly always unilocular, it shows only a weakly 
developed papillary formation, and clinically it is 
absolutely benign. 

The pseudomucinous cystadenomata were benign 
in 193 cases (28.3 per cent) and malignant in four- 
teen cases. Among the primary malignant tumors 
were forty-one adenomatous carcinomata; twenty, 
solid carcinomata; and forty-eight, carcinomatously 
degenerated serous cystomata. The relatively small 
number of simple serous cystomata (eighty-five, 13.9 
per cent) is explained by the fact that cysts of this 
type which did not show the autonomous character 
of blastomata were excluded. 

Besides 125 benign dermoid cystomata, there 
were seven ‘‘dermoids’”’ with carcinomatous de- 
generation. There was only one teratoblastoma. 
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Of the thirty-three cases of metastatic carcinoma, 
only seven were of the Krukenberg type. This is 
particularly surprising since the rare form of the 
primary Krukenberg tumor was observed four times 
(though with absolute certainty only once). 

There were fifteen fibromata and fibromyomata 
and twenty-two tumors diagnosed as sarcomata. 

Endothelioma was found only twice. Several 
other cases of tumors previously diagnosed as endo- 
thelioma were ultimately excluded because the 
clinical course did not justify this diagnosis. 

Even the simple serous cystoma often caused 
marked disturbances. In 37.7 per cent of the cases 
torsion of the pedicle occurred. The average age of 
the patients was 38.5 years. The youngest was 16 
and the oldest 74 years of age. Unilateral ovariot- 
omy was sufficient. 

Bilateral cystoma was found in only two cases, 
whereas benign papilliferous serous cystadenomata 
were bilateral in 19 per cent and the malignant 
type was bilateral in a considerably higher per- 
centage. 

Papillary cystadenomata are usually large and 
therefore usually cause severe symptoms. In the 
cases reviewed the average age at which they devel- 
oped was 41.4 years. The youngest subject was 109, 
and the oldest 71 years of age. The tumor was first 
noticed during the menopause in 35.7 per cent of 
the cases. Twenty-five per cent of the women were 
sterile. Adhesions were no more frequent than in 
cases of simple cystoma. Torsion of the pedicle 
occurred in 10.3 per cent, ascites in 12 per cent, and 
myoma in 10.3 per cent. Peritoneal metastases 
developed in 7 per cent. Bilateral removal of the 
adnexa is indicated and, if malignancy is suspected, 
total extirpation. As nearly half of the cases show 
malignancy, the prognosis is usually poor. 

The pseudomucinous cystadenomata (209 cases; 
almost one-third of the total number of ovarian 
tumors) were malignant in only 6.7 per cent of the 
cases, and bilateral in only 5.6 per cent. In the 
bilateral cases the rare papillary form was found 
more frequently. 

In the 193 cases of benign pseudomucinous cysto- 
mata, implantation metastases were found three 
times and torsion of the pedicle fifty-three times. 
The symptoms varied considerably. The average 
age of the patients with this type of tumor was 42.5 
years. The youngest was 16 and the oldest 76 years. 
Thirty-three and nine-tenths per cent were at the 
menopause. In 4.1 per cent of the cases a dermoid 
was present at the same time. In five, the dermoid 
was on the same side, and in three it was on the 
opposite side. In two cases there was a fibroma on 
the opposite side. Torsion of the pedicle occurred 
in 17.4 per cent of the cases, adhesions in 29 per cent, 
and pseudomyxoma of the peritoneum in 2.07 per 
cent. Of three women with histologically benign 
“superficial papillomata,” one died from general 
dissemination of the tumor in the abdomen. Race- 
mose pseudomucinous cystadenoma was found 
once. 
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Carcinoma of the ovary occurred just as often 
during the same period of life as carcinoma of the 
body of the uterus. Carcinoma of the cervix, on 
the other hand, occurred four times as often. Of 
183 carcinomata of the ovary, only 165 were proved 
by operation. Thirty-nine per cent of these were 
cystadenomata. This percentage would be increased 
if it were calculated on the basis of the 122 primary 
carcinomata. Of the primary tumors, 45.9 per cent 
were bilateral. If the pseudomucinous carcinomata 
(21.4 per cent) are excluded this percentage is 
increased above 50. The ages of the patients with 
adenomatous and solid carcinomata ranged from 
16 to 75 years and averaged 50 years. The ages of 
those with pseudomucinous carcinoma averaged 
43.6 years. In spite of their more advanced age, 
the women with primary carcinoma of the ovary 
are much more apt to be sterile than those with sec- 
ondary carcinoma— 20.4 per cent as against 3.03 per 
cent. Ascites occurred almost twice as often in 
bilateral (32.2 per cent) as in unilateral carcinoma. 

In 42.6 per cent of the cases complete extirpation 
of the tumors was impossible. Operability was low- 
est in the cases of adenomatous and solid carci- 
nomata and greatest in pseudomucinous carcinomata 
(7.2 per cent as against 56.6 per cent). The cysta- 
denomata with malignant degeneration occupy a 
middle place, with an operability of 35.4 per cent, 
but these tumors cause the patient to seek medical 
aid early because of their large size. 

With the exception of a few cases, death usually 
results from recurrence. Recurrences develop most 
frequently during the first year, less frequently dur- 
ing the second year, and only very exceptionally 
after the third year. In view of this period of time, 
only 24.5 per cent of the cases can be considered 
cured; most of these were unilateral cases. The 
bilateral cases have a poor prognosis even when they 
are apparently operable. 

The best results were obtained from radical op- 
eration. Four of the cured cases of bilateral tumor 
were subjected to radical operation. Postoperative 
irradiation had no effect on the number of cures. 

Only two cases of bilateral adenomatous car- 
cinoma showed uterine metastases. Another car- 
cinoma was found in only one case; in this instance 
the other growth was a pavement-cell carcinoma of 
the uterine cervix. 
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In thirty-three cases of metastatic carcinoma of 
the ovary the primary tumor was in the stomach in 
twenty-two, in the gall bladder in five, in the breast 
in two, and in the uterus in four. In such cases 
neither operation nor irradiation is of any avail. 

None of the fibromata was intraligamentous. 
Many of them had pedicles. The symptoms were 
insignificant. The average age of the patients was 
41.4 years. Fertility was not decreased by the 
tumor. Torsion of the pedicle occurred in only 13.3 
per cent of the cases. The prognosis is good. 

The sarcomata (the number of spindle-cell sar- 
comata was strikingly high) were bilateral in 40.9 
per cent of the cases. The average age of the 
patients was 42.7 years. The ages of those with 
round-cell sarcoma averaged 27.5 years; of those 
with spindle-cell sarcoma, 45.7 years; and of those 
with mixed-cell sarcoma, 52.2 years. Ascites occurred 
in only g per cent of the cases. Eight of the 
twenty-two cases were cured. Both of the cases of 
‘‘endothelioma” were cured. 

The dermoid cystomata, with their slow growth, 
produced relatively numerous symptoms. The 
average age of the patients was 34.5 years. Fertility 
was affected slightly. Suppuration occurred in 5 
per cent of the cases. Hypoplasia of the genitals 
was found in only 4 per cent. 

The author discusses in detail the complication 
of pregnancy by ovarian tumors. Special attention 
is given to ovarian tumors which are first noted 
soon after pregnancy, but were probably present 
before. Of the twenty-seven cases of ovarian tumor 
found during the puerperium, three (11 per cent) 
were infected. Of forty-nine cases of tumor treated 
during and after the pregnancy, 55 per cent caused 
marked symptoms which at times became dan- 
gerous and necessitated emergency operation. In 
7.5 per cent of the cases spontaneous abortion oc- 
curred. 

The serous cystoma showed torsion of the pedicle 
especially often. This has been explained by Sell- 
heim. The malignant tumors underwent the least 
torsion (120 to 360 degrees) and the fibromata and 
dermoid cystomata the greatest torsion. The causes 
of the torsion are numerous, and vary in different 
cases. 

The clinical symptoms of ovarian tumors are dis- 
cussed in detail. Meyer (G). 
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PREGNANCY AND ITS COMPLICATIONS 


Portes and De Nabias: The Treatment of Cancer 
of the Uterine Cervix During Gestation and 
Parturition with Radium and Surgery (Traite- 
ment du cancer du col de l’utérus pendant la gesta- 
tion et la parturition par l'association de la curie- 
thérapie et de la chirurgie). Gynéc, et obst., 1924, x, 
105. 

Observations of the treatment of surgical cancer 
during gestation are rare. The authors report the 
case of a 35-year-old para-vi who was admitted to 
the hospital in the ninth month of her seventh preg- 
nancy with a diagnosis of uterine cancer proved by 
biopsy to be an epithelioma with cells of the inter- 
mediate type and the cancerous activity index of 
2/275. 

Just before radium therapy could be given the 
patient went into labor and a cesarean section was 
done with a supravaginal hysterectomy. At the 
operation four tubes of 10 mgm. each of radium 
element screened by 1 mm. of platinum were placed 
in the thickness of the cervix, one anteriorly, one 
posteriorly, one to the left, and one to the right. 

The cul-de-sac and the vesico-uterine pouch were 
drained. When the radium tubes first implanted 
were removed five days later a vaginal application 
was given with three tubes of 10 mgm. screened by 
2 mm. of platinum. Two tubes were placed in a 
pessary down in the lateral cul-de-sac and one was 
placed in the cervix. Two days later the radium was 
removed from the lateral cul-de-sac, and four days 
later the intracervical tube was removed. 

In all, the patient received in eleven days 7,200 
mgm.-hrs. A new biopsy showed the phenomena of 
degeneration. When the patient left the hospital 
two months later a speculum examination showed 
complete disappearance of the lesion. 

During gestation the application of radium should 
be done by the vaginal route. To avoid causing 
abortion, the tubes should be placed on the cervix 
rather than in the cervical canal and introduced into 
the cervical substance itself. The dose should de- 
pend on the histological character of the tumor. 

The claim that the application of radium may 
cause developmental malformation was proved in- 
correct by Moyor, who demonstrated that vaginal 
radium therapy, unlike roentgen therapy, does not 
cause any trouble. 

It is best that the woman should not deliver her- 
self. As complete hysterectomy cannot be per- 
formed with safety on account of the patient’s con- 
dition, the authors advise a supravaginal hysterec- 
tomy and the application of radium as in their case. 
After pregnancy, radium should be applied in the 
cervical canal and cervical tissues by way of the 
vagina. SALVATORE DI Parma, M.D. 


Plass, E. D., and Bogert, L. J.: Plasma Protein 
Variations in Normal and Toxxmic Pregnan- 
cies. Bull. Johns Hopkins Hosp., Balt., 1924, xxxv, 
361. 


By plotting the averages of numerous plasma- 
protein determinations upon the blood of normal 
and toxemic women in all] stages of the reproductive 
cycle, the authors have developed the approximate 
curves of plasma dilution in various conditions. 
It is believed that these figures show roughly the 
relative changes in the plasma and blood volume 
occurring normally and pathologically in pregnant 
women, although the percentage variation is some- 
what smaller than that reported by others using 
different methods. No definite explanation for the 
changes is attempted, but it is suggested that the 
presence of an appreciable or imperceptible oedema 
may explain the observed physiological and patho- 
logical alterations. 

In the late toxwmias of pregnancy, the degree of 
plasma dilution varies with the amount of clinical 
oedema, and is apt to be less marked in patients who 
develop general convulsions than in those who do 
not. This finding suggests that oedema may be a 
protective mechanism designed to guard the organ- 
ism against some general cellular poison developed 
under certain conditions of gestation. 

The authors draw the following conclusions: 

The plasma proteins tend to decrease during the 
early part of pregnancy, reaching a minimum at the 
sixth month. They then increase somewhat during 
the latter months, undergo a sharp rise during labor, 
drop precipitately early in the puerperium, and 
finally rise slowly to normal at the end of the first 
week postpartum. In general, patients suffering 
from the late toxemias of pregnancy show similar 
variations but the dilution is more marked, depend- 
ing largely upon the extent of the clinical oedema. 

The existence of blood and plasma dilution should 
be considered whenever blood studies are done dur- 
ing pregnancy and labor or convalescence therefrom. 

Rotanp S. Cron, M.D. 


Plass, E. D.: Non-Protein Nitrogen Retention Dur- 
ing Eclampsia and Allied Conditions: The 
Blood-Nitrogen Curve in Normal and in Tox- 
zemic Pregnancies. Bull. Johns Hopkins Hosp., 
Balt., 1924, Xxxv, 345. 


Repeated examinations of certain non-protein 
nitrogen fractions and of the protein of the blood 
plasma have indicated that after delivery in the 
cases of normal women there is a tendency for the 
former to rise and the latter to fall, whereas in 
women suffering from the late toxemias of preg- 
nancy these changes are almost invariably accentu- 
ated, their extent being determined largely by the 
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severity of the disease. In the latter group, similar 
but slighter changes may follow medicinal treatment 
without delivery, a fact which is taken to mean that 
physiological puerperal alterations cannot be held 
responsible for the changes although they may 
augment the variations appearing when improve- 
ment is induced by delivery. 

By exclusion, a tissue-retention process is suggest- 
ed as explaining the changes noted, although the 
effect of renal insufficiency is not to be disregarded. 
It is appreciated that no particularly pertinent 
facts are advanced to support the contention, but 
such a hypothesis seems the only means of explain- 
ing the experimental findings. 

Plass draws the following conclusions: 

The period of immediate convalescence from the 
late toxemias of pregnancy is usually associated 
with higher plasma non-protein nitrogen values than 
the period of the most acute clinical signs. This 
blood-nitrogen rise is synchronous with a fall in 
the plasma-protein percentage, which indicates a 
plasma dilution. These variations may be noted 
after improvement induced by any therapeutic 
procedure, but are most marked after delivery. 

S. Cron, M.D. 


Driessen, L. F.: Is the Fetus in the Uterus Injured 
by Roentgen Irradiation of the Mother? (Wird 
das Kind im Uterus durch Roentgenbestrahlung der 
Mutter geschaedigt?) Nederl. Maandschr. v. Ge- 
neesk., 1924, Xii, 239. 

From a review of the literature regarding the 
effect of roentgen irradiation of the mother upon the 
child in the uterus and from experiments on animals 
regarding the effect of the roentgen rays on the 
germ plasm, the author draws the following con- 
clusions: 

1. Sexually mature women should be subjected 
to irradiation only exceptionally. 

2. Pregnant women should never be subjected to 
roentgen treatment. 

3. In the cases of pregnant women extreme care 
must be taken in the roentgen diagnosis. 

Lamers (G). 


LABOR AND ITS COMPLICATIONS 


Vogt, E.: Uterovaginal Tamponade (Zur Kritik der 
Uterus-Scheidentamponade). Zentralbl. f. Gynack., 
1924, Xlviii, 1195. 

Since 1907 the Tuebingen Clinic has employed 
uterovaginal tamponade 211 times in 12,000 de- 
liveries (1.8 per cent), and since 1910 the Schauta 
Clinic has employed it 800 times in 50,000 deliveries 
(1.5 per cent). At the Tuebingen Clinic xeroform 
gauze is used. 

It is important to pack the cavity of the body of 
the uterus, the cervical canal, and the vagina with 
equal firmness. As a rule the packing is removed at 
the end of twenty-four hours. It is of value chiefly 
because of its effect in stimulating labor pains. Its 
hemostatic effect is of secondary importance. 
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The use of packing is indicated in secondary 
hemorrhages due to atony when other methods fail 
and the hemorrhage assumes a serious character; 
also in cases of cervical placenta previa and invagi- 
nation and inversion of the uterus. Of the 211 wom- 
en for whom uterovaginal tamponade was employed 
at the Tuebingen Clinic (sixty-three with placenta 
previa, forty-six with retention of the placenta, six 
with premature separation of the placenta, and 
ninety-three with uncomplicated atony), only ten 
(4.7 per cent) died from hemorrhage. In the sixty- 
three cases of placenta previa, in which delivery was 
effected through the vagina, there were only four 
deaths from anemia, a mortality of 6.3 per cent. 

While the morbidity of 26.3 per cent in this series 
and 17.6 per cent for all cases is relatively high, em- 
phasis is placed upon the fact that the danger of 
infection is much greater in general practice than in 
clinics in which uterovaginal tamponade is employed. 
When a good technique is used, the packing is an 
effective preventive postpartum hemorrhage. 

Lerxt (G). 


Depken, H.: The Treatment of Placenta Przvia 
(Die Behandlung der Placenta praevia). Zentralbl. 
f. Gynaek., 1924, xlviii, 298. 


In the Gynecological Clinic of the City Hospital 
of Bremen in the period from 1907 to 1923 there 
were 204 cases of placenta previa in 10,193 deliv- 
eries. In the cases in which cawsarean section was 
done there were eleven maternal deaths, a mortality 
of 9 per cent. This high rate the author attributes, 
not to the method itself, but rather to the faulty 
manner in which it was carried out. The mortality 
of metreurysis was 3.5 per cent; that of Braxton- 
Hicks version, 15.4 per cent; and that of internal 
version and extraction, 25 per cent. The high mor- 
tality of the last procedure mentioned is to be ex- 
plained by the fact that, contrary to rule, extraction 
was done in many cases when the cervix was not 
entirely dilated and this resulted in extensive cer- 
vical lacerations causing fatal hemorrhage. 

Of the total number of 204 children, 118 (58.1 per 
cent) died, while of the seventy-six which were 
viable, 37.4 per cent died. The fetal mortality in the 
various procedures was as follows; czsarean section, 
© per cent; metreurysis, 56 per cent (corrected, 
38.8 per cent); Braxton-Hicks version, 92 per cent 
(corrected, 50 per cent); spontaneous birth or 
artificial rupture of the amnion, 36.8 per cent (cor- 
rected, 10.5 per cent); version and extraction, 70 per 
cent (corrected, 55 per cent). These extraordinarily 
high figures are to be explained in part by the fact 
that in thirty-four cases the child’s heart sounds 
were no longer perceptible when the case was re- 
ceived. Cesarean section was resorted to only when 
the child was known to be viable. As a rule the cer- 
vical cesarean section was done so that there might 
be less danger of scar rupture in later pregnancies. 

In cases of placenta previa which are not very 
serious, rupture of the amnion will be the method of 
choice in the future as in the past. | Conran (G). 
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Schoenholz, L.: The Treatment of Placenta Pre- 
via (Zur Therapie der Placenta praevia). Monats- 
schr. f. Geburtsh. u. Gynaek., 1924, Ixvi, 112. 

The author reports on the treatment of placenta 
previa in the Duesseldorf Clinic. 

The chief sources of danger in placenta praevia are 
hemorrhage and increased susceptibility to infec- 
tion. The first of these still threatens even after de- 
livery has been accomplished. Hemorrhage during 
the puerperium is due chiefly to atony of the lower 
segment of the uterus. Another factor favoring it is 
adhesion of the placenta. This is particularly apt 
to occur in placenta previa because of anatomical 
conditions (thin mucosa, penetration of the tufts 
into the musculature). In manual delivery and in 
version there is danger of causing damage by tear- 
ing. 

The increased danger of infection in placenta 
previa is due to chemical changes in the vaginal 
secretions following hemorrhage, by which invading 
pathogenic organisms are favored. 

The prognosis for both the mother and the child 
is the more favorable the sooner treatment is insti- 
tuted. 

The treatment of choice is caesarean section. 
Hemorrhage can be successfully stopped by this 
procedure and thereby the danger from infection 
markedly decreased. Casarean section gives far 
better results than any other method of delivery, not 
only for the mother but also for the child. The be- 
lief that the mother’s ability to bear children is 
diminished by this operation is incorrect. 

Operative delivery should be undertaken only 
when the case is turned over to the hospital clean; 
that is, without fever and without previous vaginal 
examination or the use of vaginal tampons. The 
external cs should not be dilated more than the diam- 
eter of a quarter. The death of the child is not a 
contra-indication to operative delivery. Vaginal 
cesarean section is to be rejected because of the 
friability of the tissues. 

Of ninety-nine cases of placenta previa treated at 
the Duesseldorf Clinic since 1912, delivery was 
effected by cesarean section in forty-nine (48.5 per 
cent). Of the women subjected to this operation, 
95.83 per cent are still alive. The forty-eight women 
have borne forty-nine children. If we exclude the 
number of children which were dead before the oper- 
ation was performed and those which were not 
viable, the percentage of living children was 93.5. 
When conservative measures are used the maternal 
mortality is 5.9 per cent and the percentage of living 
children only 35.5. 

The author insists that, whenever possible, the 
treatment of placenta previa should be carried out 
in a hospital and without previous vaginal examina- 
tion or tamponade. If these requirements cannot 
be met, version is indicated instead of casarean sec- 
tion. 

Section of the uterus should be done only by 
surgeons experienced in this operation. 

ScHULTHEIsS (G). 
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PUERPERIUM AND ITS COMPLICATIONS 


Pélissier, L.: A Comparative Study of the Lesions 
of the Liver and Kidneys in Puerperal Eclamp- 
sia and of Experimental Lesions Produced in 
the Rabbit: An Essay on the Pathogenesis of 
Eclampsia (Etude comparative des lésions du foic 
et du rein au course de l’éclampsie puerpérale et des 
lésions expérimentales provoquées chez le lapin: 
essai sur la pathogénie de l’éclampsie). Presse 
méd., Par., 1924, Xxxii, 760. 

Pélissier reviews the various theories regarding 
the pathogenesis of eclampsia and calls attention to 
the resemblance of the phenomena of this condition 
to the manifestations of anaphylactic shock. In two 
cases of eclampsia he found that the fetal and mater- 
nal blood belonged to incompatible groups, and in 
the direct mixing of the fetal and maternal bloods, 
which occurred as the result of the tearing of the 
placenta, he saw the cause of anaphylactic shock. 

In experiments on rabbits Pelissier produced 
anaphylactic shock by injecting the blood of another 
species. He then studied the lesions in the liver 
and kidneys. The liver showed vascular changes, 
hyperemia, thromboses, hemorrhage, hydropic 
degeneration, and atrophy. The kidney showed 
similar vascular changes, which were most marked 
in the cortex, oedema of the glomeruli, and cellular 
changes in the convoluted portions of the urinary 
tubules. 

The findings in these experiments were very simi- 
lar to those reported by Bar for eclampsia. 

ALBerTt F. DeGroat, M.D. 


Gluck, E.: The Importance in the Development of 
Sepsis of Portions of Placenta Retained After 
Full-Term Delivery (Die Bedeutung retinierter 
Placentarreste nach ausgetragener Geburt fuer die 
Sepsis). Dissertation: Frankfort, 1924. 

The author reviewed the records of 227 cases of 
definite puerperal fever following full-term or pre- 
mature delivery with regard to the retention of por- 
tions of the placenta. In five cases pieces of placenta 
were expelled or removed in the course of the febrile 
puerperium. In three of these, which ended in 
recovery, the clinical course indicated a relationship 
between the retention and the sepsis. In two, the 
fever fell after removal or expulsion of the retained 
placenta. 

Among thirty-six women who died of puerperal 
sepsis there were eleven in whom autopsy revealed 
retention of portions of the placenta, but in no in- 
stance was there definite anatomical proof that the 
fatal sepsis had its origin in these remnants. In 
two cases the infection may have been due to manual 
removal of the placenta which was done before the 
patient entered the hospital. 

From this study the following conclusions are 
drawn: 

1. As compared with the total number of cases 
of puerperal fever, those in which pieces of placenta 
were expelled or removed during the puerperium 
were few (2 per cent). 
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2. Retained portions of placenta may cause puer- 
peral infection. 

3. The fact that retained portions of placenta 
were found at autopsy in 30.5 per cent of women 
who died of sepsis indicates that retained placenta 
plays an important réle in fatal puerperal sepsis, 
even though no definite anatomical proof was ob- 
tained that it was the immediate cause of the in- 
fection. 

In conclusion the author cites ten cases in which 
retained portions of placenta remained in the uterus 
for several weeks without causing fever and were 
ultimately removed late in the puerperium on 
account of hemorrhage. Guuck (G). 


Bongardt, H.: Puerperal Tetanus (Tetanus puer- 
peralis). Dissertation: Frankfort, 1924. 

Puerperal tetanus is usually caused by an attempt 
at criminal abortion. Therapeutically it can be in- 
fluenced as little as tetanus following an injury; both 
are usually fatal. Puerperal tetanus has not re- 
sponded to extirpation of the primary focus or large 
doses of serum. 

Puerperal tetanus as well as traumatic tetanus 
can be fought only by early prophylaxis. Fre- 
quently it is complicated by infection with the gas- 
gangrene bacillus as the latter is favored by the 
same conditions. 

The author reports a case of puerperal tetanus 
which came to a fatal termination in spite of extir- 
pation of the uterus and the administration of 
large doses of serum. Boncarpt (G). 


Phillips, M. H.: Routine Pelvic Examination 
During the Puerperium. Brit. M. J., 1924, ii, 
571. 

Antenatal examination is today attracting much 
attention; this is in accordance with the modern 
desire to promote preventive medicine. For the 
same reason it is very desirable that a thorough 
pelvic examination of the mother be made during 
the puerperium, before she is permitted to return to 
ordinary life. In this way many of the gynecological 
conditions resulting from the trauma of parturition 
may be recognized in their earliest stages when they 
are most amenable to treatment. 

Among the most common lesions to be dis- 
covered in such an examination are incompletely 
healed lacerations. It is obviously a simple duty to 
inspect a repaired perineum or vaginal outlet to see 
if it has completely healed, but tears occurring in 
the upper vagina—even in unassisted labors—are 
often not found and sutured immediately. Such 
tears heal by second intention, not seldom with the 
formation of granulation tissue which may pro- 
liferate to form granulation polypi of considerable 
size. Polypi, when found, can be painlessly snipped 
down with scissors and destroyed with pure carbolic 
acid. 

Delayed involution of the vaginal walls and 
pelvic floor will be recognized easily by one who, 
accustomed to these examinations, is aware of the 
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variations in the rate of involution of these struc- 
tures. Suitable early treatment will lessen the in- 
cidence of vaginal prolapse. 

In some cases lochia will be found pent up in the 
uterus. As a rule the organ is then unduly ante- 
flexed, but it may be retroverted. In either case it, 
should be straightened by suitable pressure with 
the fingers. This will result in a gush of fluid from 
the uterus—either turbid serum or muco-pus—an 
indication that uterine drainage is defective. 

Retroversion of the uterus will be found in a small 
percentage of women at this stage. The uterus 
should be fully replaced and held by a pessary, 
preferably a broad Hodge pessary. In primipara 
there is a considerable chance of permanently cur- 
ing the displacement in the course of the following 
three or four months, during which involution of the 
uterine supports appears to continue. As involution 
of the vagina progresses it is usually necessary to 
lessen the size of the pessary once or twice before 
the test of leaving it out is made. In some cases 
retroversion may not occur until the third or fourth 
week. Cart H. Davis, M.D. 


NEWBORN 


MacHaffie, L. P.: Cerebral Hemorrhage in the 
Newborn. Canadian M. Ass. J., 1924, Xiv, 1173. 


Of late years cerebral hemorrhage has come to be 
looked upon as the chief cause of stillbirths and of 
deaths occurring in the first few days of infancy. 
Previously such accidents were ascribed to syphilis, 
asphyxia, and atelectasis. Autopsies and lumbar 
punctures have increased our knowledge. The 
author quotes many authorities to prove that from 
25 to 65 per cent of these accidents are due to intra- 
cranial hemorrhage. In cases of breech delivery the 
percentage is higher. 

Quoting Eustis and Munro, the author classified 
the cases into: (1) a traumatic group, (2) an asphyxia 
group, and (3) a fetal disease group, including the 
hemorrhagic diathesis of the newborn, toxamias, 
syphilis, etc. 

From the obstetrical point of view the traumatic 
group is the most important. The role of asphyxia 
is not so certain as that of trauma. The diagnosis of 
the cause cannot always be made before the birth 
and death of the infant. 

The hemorrhagic diathesis is an important cause 
of cerebral hemorrhage. Syphilis is seldom the cause. 
The toxemias of pregnancy are thought to be con- 
tributory causes in many cases. 

Cerebral haemorrhage should be borne in mind 
under the following conditions: 

1. When an infant is born asphyxiated. 

2. When an infant refuses to nurse satisfactorily. 

3. When an infant breathes sluggishly. 

4. When there are convulsions or twitchings. 

5. When hemorrhage occurs from the mouth or 
the rectum. 

6. When the infant is drowsy and has a feeble or 
an extremely sharp cry. 
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7. When the infant shows marked pallor and a 
rapid loss of weight. 

The treatment is lumbar puncture frequently re- 
peated and blood transfusion or the intramuscular 
administration of from 20 to 30 c.cm. of blood. 
The transfusion or injection of blood may be re- 
peated as often as necessary. The other well-known 
methods of treatment should be employed in addition. 

In conclusion the author recommends that the 
coagulation and bleeding times of all newborn in- 
fants be taken routinely. When signs of intracranial 
hemorrhage are first noted, lumbar puncture should 
be done and the methods of treatment outlined 
should be begun and continued until the infant has 
fully recovered. Infants with intracranial hemor- 
rhage should be kept under observation over a long 
period of time. Harvey B. Mattuews, M.D. 


Kennedy, R. L. J.: Duodenal Ulcer and Melzna 
Neonatorum. Am. J. Dis. Child., 1924, xxviii, 694. 


In two cases of melena neonatorum striking 
pathological findings were made. Both patients 
were female infants who were normal at birth and 
bled to death on the second day of life. The bleeding 
and clotting times were normal in one, but in the 
other were not determined. 
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In one case the cause of the hemorrhage into the 
gastro-intestinal tract was demonstrated at autopsy. 
On the anterior wall of the first portion of the duo- 
denum, about 1.5 cm. from the pyloric ring, was 
an ulcer measuring 6 by 4 mm. A large clot of 
blood filled that part of the duodenum and adhered 
to the central point of the ulcer. The remainder of 
the gastro-intestinal tract was filled with blood in 
the fluid and clotted state. Microscopic study of 
the ulcer showed that it extended to the muscular 
coat. The crater was filled with necrotic tissue, 
and in the center of this was a large thrombosed 
vein that reached the surface of the ulcer at the 
point to which the large blood clot adhered. In 
and around the necrotic area was a zone of leu- 
cocytes. 

The other case was almost identical from the point 
of view of the history and pathological findings but 
the ulcer was overlooked at autopsy and not discov- 
ered until microscopic sections of the first part of 
the duodenum were examined. 

These two cases are cited because they show the 
relation of duodenal ulcer to melena neonatorum 
and because they serve to exclude melena from the 
list of conditions included under the name ‘‘ hemor- 
rhagic disease of the newborn.” 
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ADRENAL, KIDNEY, AND URETER 


Jaffe, H. L.: The Influence of the Suprarenal 
Gland on the Thymus. II. Direct Evidence of 
Regeneration of the Involuted Thymus Follow- 
ing Double Suprarenalectomy in the Rat. 
J. Exper. Med., 1924, xl, 619. 


In experiments on rats the author obtained direct 
evidence of thymic regeneration in the involuted 
glands of old animals following bilateral supra- 
renalectomy. This regeneration of the involuted 
thymus took place with great constancy whether 
the animals died of chronic suprarenal insufficiency 
or were killed. Partial thymectomy alone did not 
induce compensatory secondary hyperplasia in in- 
voluting glands. 

It was found that the regeneration begins within 
twenty-four hours after the suprarenalectomy and 
progresses rapidly. The author believes that the 
reticular cells are probably the first to respond to 
the growth-stimulating influence exerted on the 
thymus following suprarenalectomy, the medulla 
regenerating before the cortical regeneration is 
complete. 

The mechanism involved in such a thymic re- 
generation is not understood, but it is suggested that 
the thymic enlargement may represent a specific 
reaction ofthis organ to suprarenal injury. 

The finding is of significance since it is recognized 
that the suprarenal glands play an important 
etiological réle in two of the three most common 
diseases presenting thymus enlargement among the 
major pathological findings at autopsy—Addison’s 
disease and status lymphaticus. Evidence is being 
accumulated which indicates that, functionally, 
these glands play an important, if not a primary, 
part also in the clinical syndrome of Graves’ disease. 
The large thymus which occurs in status lymphaticus 
and the regeneration which occurs in Addison’s 
and Graves’ disease are brought about by the same 
disturbances in glandular interrelations that bring 
about regeneration of the thymus in the experi- 
mental animal after suprarenalectomy. 

Louis NEvweELT, M.D. 


Rovsing, C. M.: Infection as a Cause of Recurrence 
Following Operations for Kidney Stone. Acta 
chirurg. Scand., 1924, lvii, 387. 

Since at least 71 per cent of all recurrences follow- 
ing operation for kidney stone are due to infection 
with micro-organisms decomposing urea, efforts 
must be directed in every case to prevent such an 
infection. Experience shows that the majority of 
cases in which, in addition to an operation for kid- 
ney stone, there has been a urinary fistula, infection 
has resulted from this fistula even when it was of 


short duration, and in most instances the organisms 
were staphylococci. Therefore pyelolithotomy, the 
operation which most frequently produces fistula, 
is contra-indicated and nephrotomy without drain- 
age should be performed instead. If possible, drain- 
age should be avoided in the case of a kidney not 
infected by micro-organisms which decompose urea. 

Nephrectomy is indicated in cases of unilateral 
infection with micro-organisms decomposing urea 
and in other cases of pyonephrosis in which drain- 
age of the pyonephrosis cannot be avoided. In 
cases of bilateral infection with micro-organisms 
which decompose urea, nephrectomy is contra- 
indicated. In other words, the basis for the choice 
of operation for kidney stone is the careful bacter- 
iological examination of the urine from the two 
ureters. 


Keynes, G.: Squamous-Cell Carcinoma of the 
Renal Calix. Brit. J. Surg., 1924, xii, 224. 


Malignancy of the renal pelvis is comparatively 
rare, only about sixty cases having been reported to 
date. Calculi are not always present. Hydrone- 
phrosis was found in only a small number. It is im- 
possible to determine whether leucoplakia or chronic 
ulceration preceded the carcinoma. 

In the first of three cases reported by the author 
the malignancy was associated with calculi and 
pyonephrosis. Squamous-cell carcinoma was found 
in the lower pole. When the patient died from ca- 
chexia and toxemia eleven weeks after the operation 
a secondary intra-abdominal growth the size of a 
child’s head had formed. Sections from an ulcerat- 
ing area showed spindle-cell sarcoma. The only 
metastasis found was a small lump, which looked like 
sarcoma, in the muscle of the right ventricle of the 
heart. 

In the second case the malignancy was associated 
with hydronephrosis of the congenital type. The 
cortex was thin and the pelvis was greatly dilated. 
The wall of the pelvis was hypertrophied. Stimuli 
applied were transmitted to the ureteral orifice. In 
a greatly dilated lower calyx was found a large pap- 
illomatous growth surrounded by several smaller 
ones. This growth had infiltrated the surrounding 
tissue. The ureter was normal. There was no aber- 
rant vessel. The diagnosis was papillary squamous- 
cell carcinoma. 

The third case represented what might be an 
early type of the condition found in the second one. 
Both the kidney and the pelvis were greatly enlarged, 
and there was hypertrophy of the pelvic wall. Two 
chronic ulcers were present, the larger one covered 
with fibrinous material. A large area of the rest of 
the pelvis was covered by an early leucoplakia. 
No abnormal renal vessel was found. 
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These three patients were on the service of Gask 
and were operated upon by Dunhill. 
D. Pickett, M.D. 


Carson, W. J., and Goldstein, A. E.: Experimental 
Nephrotomies. South. M.J., 1924, xvii, 786. 


A new method of nephrotomy based upon the 
results of animal experimentation is offered for 
clinical investigation. In animals, this procedure, 
nephrotomy without sutures, is apparently safe. 
Bleeding was controlled by pressure applied to the 
approximated halves of the kidney, its cessation 
being apparently brought about by the production 
of a physiological clot. 

Postoperative hemorrhage did not occur, and 
other complications were reduced to the minimum. 
Approximation of the kidney halves resulted in less 
damage than the transplantation of fat. A histo- 
logical study of the nephrotomized kidneys with- 
out sutures demonstrated minimal destruction of 
kidney tissue. The operative technique is fully de- 
scribed and a protocol of each case is given. 

Joun G. Cueetuam, M.D. 


BLADDER, URETHRA, AND PENIS 


Stevens, W. E., and Arthurs, E.: The Female Blad- 
der. J. Am. M. Ass., 1924, \xxxiii, 1656. 


The factors of importance in the etiology, symp- 
toms, and treatment and the greater frequency of 
bladder disturbances in the female as compared 
with the male are, in the order of their importance: 
(1) physiological functions, particularly pregnancy, 
childbirth, and menstruation; (2) anatomical differ- 
ences, especially those of relationship, size, and 
structure; and (3) the greater sensitiveness of the 
female bladder to direct and indirect influences. 
Almost every woman suffers from bladder disturb- 
‘ances at some period of her life. 

During the first three months of gestation, blad- 
der disturbances may be caused by pressure or trac- 
tion on the bladder in association with the con- 
gestion present in all of the pelvic organs at this 
period. Later causes of such disturbances are re- 
traction of the ureteral orifices and traction on the 
bladder wall. Frequency of urination occurring 
after the first three months of pregnancy in the ab- 
sence of kidney involvement is believed by many to 
be due largely to residual urine and the associated 
infection, but in the author’s opinion pressure upon, 
and congestion of, the bladder wall are of greater im- 
portance. Regurgitation of urine is not common in 
pregnancy. Not all bladder disturbances during 
gestation should be ascribed to the pregnancy as 
pyelitis is more frequently responsible for such dis- 
turbances in the female than is generally appre- 
ciated. 

During labor the bladder and the tissues sur- 
rounding the urethra are more or less traumatized 
and a reflex nerve disturbance probably results. 
These conditions, together with the recumbent 
position and the decrease in the intra-abdominal 
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pressure, usually cause retention of urine imme- 
diately after childbirth. Later, when the detrusor 
muscle has regained its tone in a measure there may 
be frequent urination due to residual urine and in- 
fection. 

Contrary to general opinion, cystoceles are fre- 
quently unaccompanied by residual urine or infec- 
tion. Residual urine is present in 80 per cent of 
postpartum cases and is almost always present fol- 
lowing operation on the female pelvic organs. Re- 
sidual urine is more frequently responsible for blad- 
der infection than catheterization. In fact, daily 
ee usually prevents cystitis and pye- 
1tis. 

Partial incontinence in women during coughing, 
crying, laughing, or sneezing is usually due to lacera- 
tion of fibers of the bladder sphincter. 

Menstruation, per se, does not cause bladder dis- 
turbances, but when it is associated with other 
conditions, the menstrual congestion of all of the 
pelvic organs may be the deciding factor. 

Anatomically, the shortness of the female urethra 
and its proximity to the vagina and rectum are of 
importance in explaining the greater frequency of 
infections of the lower urinary tract in the female as 
compared with the male. Ascending infection is not 
uncommon. Urethritis, trigonitis, and other urethral 
lesions are much more often responsible for bladder 
disturbances in the female than in the male. There- 
fore, a careful urethroscopic examination should be 
made in every case. Vaginal palpation is of great 
assistance in the diagnosis of inflammatory condi- 
tions of the bladder wall, tumors, and foreign bodies, 
and facilitates treatment. 

The female bladder is more susceptible to direct 
and reflex influences than that of the male. In the 
differential diagnosis of urethral and bladder condi- 
tions in women the two-glass test should be used 
more frequently. Bacteriological examination of 
stained smears of the urinary sediment is advisable 
in addition to cultural and microscopic examination 
of the urine. Notwithstanding the marked fre- 
quency with which urethral stricture and sagging of 
the posterior urethral wall are responsible for blad- 
der disturbances in women, these conditions are 
frequently overlooked. 

The more common primary pathological condi- 
tions of the female bladder are tumors, diverticula, 
ulcers, and foreign bodies. 

Cystitis and trigonitis are almost always second- 
ary to infection of the upper or lower urinary 
tracts. Nephroptosis is much more common in the 
female than in the male. The stasis resulting from 
this condition may cause pyelitis and frequency of 
urination. Repeated examinations of the upper 
urinary tract are necessary when the symptoms fail 
to respond to treatment directed toward the more 
apparent condition. 

Additional and occasional extravesical causes of 
bladder disturbances are pelvic inflammatory pro- 
cesses, such as cellulitis, salpingitis, and para- 
metritis, appendicitis, pericystitis, peritonitis, and 
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other sequela, carcinoma and other pathological con- 
ditions of the cervix, large growths in other pelvic 
organs, and inflammatory exudates. The impor- 
tance of displacements of the uterus is often over- 
estimated. 

General conditions, such as diabetes insipidus and 
diabetes mellitus, oxaluria, and chilling of the 
extremities, especially of the feet, must not be over- 
looked. 

In some cases the bladder capacity may be dimin- 
ished as a result of a previous pathological condition. 

Foreign bodies of all descriptions have been found 
in the female bladder and are usually easily removed. 

So-called elusive ulcers (Hunner’s ulcers) are being 
found in increasing numbers. 

Neuroses are frequently associated with tabes 
and occasionally with pernicious anemia, or func- 
tional motor nerve disturbances. Marked allevia- 
tion of these symptoms follows the treatment of 
the associated condition. Functional nerve dis- 
turbances are rare. 

Calculi are seldom found in the female bladder. 

The tumors most commonly discovered are polyps, 
benign papillomata, and carcinomata. Polyps are 
seen more often in the female than the male blad- 
der, and are usually located at the sphincter. 
Growths in the female bladder are readily accessible 
and therefore yield more readily to treatment than 
those in the male bladder. 

Vesicovaginal fistula are common following labor, 
operation, radium therapy, and external violence. 

Cystography following the administration of 
sodium iodide by mouth and by direct injection is 
often of great value in the diagnosis of pathological 
conditions of the female bladder. 

Louis Neuwe -t, M.D. 


Gaudino, N. M.: Diathermy in the Treatment of 
Tuberculous Lesions of the Bladder Persisting 
After Nephrectomy (Tratamiento por la diater- 
mia de las lesiones tuberculosas vesicales persistentes 
después de la nefrectomia). Semana med., 1924, 
582. 

When the usual expectant treatment is given 
tuberculous lesions of the bladder remaining after 
nephrectomy severe symptoms often persist for 
several years. As soon after nephrectomy as it is 
evident that vesical lesions are not undergoing re- 
gression they should be treated by electrocoagula- 
tion. This is a simple procedure and one that will 
result in a definite cure of the process with disap- 
pearance of the symptoms. 

In four of the six cases reported the lesions have 
completely disappeared. In the remaining two, 
which are still under treatment, they have re- 
gressed, there is marked improvement in the appear- 
ance of the interior of the bladder, and the symp- 
toms are much less marked. 

In most of the cases the lesions were treated 
by electrocoagulation many months after the ne- 
phrectomy. The earliest treatment was given one 
month after the operation and the latest after six 
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years. A complete cure of bladder lesions has-been 
obtained even when the general condition was poor 
because of the presence of pulmonary tuberculosis. 
In general, beneficial results have been obtained in 
from four to twelve months. 

The selection of cases is of importance. Hyper- 
zmic, oedematous, and irritable bladders without 
ulcers or granular lesions should not be treated by 
this method. In such cases irrigations and general 
symptomatic management are indicated. 

The treatment should not be repeated upon the 
same lesion before complete cicatrization of the 
previous coagulation lesion has occurred. Occa- 
sionally this requires several months. The applica- 
tions should be of short duration, and not more than 
200 ma. of current should be employed. Repetition 
of the treatment must depend upon the patient’s 
tolerance. There should be at least eight days be- 
tween the applications. R. Meeker, M.D. 


GENITAL ORGANS 


Handfield-Jones, R. M.: The Treatment of Malig- 
nant Disease of the Testicle. Lancet, 1924, 
cevii, 850. 

Handfield-Jones advocates the use of simple orchi- 
dectomy instead of the radical operation in cases of 
malignant disease of the testicle. Jamieson and 
Dobson in 1910, and later, the author, experimented 
with the lymphatic drainage of the testicle. In both 
series of experiments it was found that the glands on 
the right side lie either in the front of the inferior 
vena cava or between it and the aorta while those on 
the left side are closely related to the inferior 
mesenteric artery. These lymphatics often com- 
municate with each other. 

In simple orchidectomy the cord is exposed in 
the inguinal canal, freed, ligated at the internal 
ring, and then divided with the Paquelin cautery. 
The testicle is then freed and delivered through the 
wound with gentle traction and pressure. If the 
skin is involved, a racquet incision is made and the 
corresponding half of the scrotum is removed. 

The first stage of the radical operation is the same 
as the simple one except that the vas is freed and 
ligated separately from the cord. The incision is 
then carried upward to the tip of the eleventh rib 
(right side), the peritoneum being pushed inward. 
The spermatic vessels and lymphatics are cleared 
upward from the proximal end of the ligated cord to 
the inferior vena cava. The artery and vein are 
clamped higher up, and the glands are gently freed 
from the surface of the vena cava and between it 
and the aorta. The vas is then traced to a point 
near the bladder and divided with the cautery and 
the testicle is removed as in the simple operation. 

A comparison of the results obtained in twenty- 
two cases with the simple operation and those ob- 
tained by Hinman in seventy-nine cases with the 
radical operation show more favorable results for 
the simple orchidectomy. A cure after metastasis 
has begun is practically impossible. 
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X-ray treatment is dangerous and its results are 
practically nil. Radium implantation sometimes 
gives relief. 

In conclusion the author emphasizes the fact that 
an attempt to remove the lymphatic field is not 
justified. If the case is seen early, a simple opera- 
tion will often effect a cure. The laity should be 
taught the importance of having any enlargement 
of the testicle investigated early. 

D. Pickrett, M.D. 


MISCELLANEOUS 


Gibbs, D. H.: The Psychological Factor in Enure- 
sis. California & West. Med., 1924, xxii, 427. 


The author reviews the various theories regarding 
the etiology of enuresis. He believes that in the 
great majority of cases the prognosis is excellent. 
With the right psychic influence and with modern 
methods of procedure it is possible to effect a cure. 
At no time are reproaches of value. It is imperative 
to gain the child’s confidence and cooperation. 

Before a diagnosis of essential enuresis can be 
made it is necessary to exclude the following causes 
of incontinence: 

1. Congenital anatomical defects such as spina 
bifida occulta, hypospadias, epispadias, etc. 

2. Gross surgical lesions such as calculus of the 
kidney or bladder, tuberculosis, inflammatory con- 
ditions of the genito-urinary tract, vesicovaginal 
fistula, etc. 

3. General diseases, such as anemia, malnutrition, 
neurogenic diseases, diabetes, spinal cord lesions, etc. 

In order to establish a cure and guard against a 
relapse it is important to remove all sources of irri- 
tation such as phimosis, adherent clitoris pinworms, 
and diseased tonsils and adenoids, and to restrict 
fluids and foods with a high water content as much 
as possible during the second half of the day. 

After the removal of the underlying causes the 
habit of unconsciously emptying the bladder will 
usually remain and must be overcome. This may 
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be done by placing the child on a so-called enuretic 
regime. The patient should be placed under the best 
possible hygienic conditions and on a definite diet 
with regular meals. Between-meals should be for- 
bidden and no fluids given after 4 p.m. Rest is an 
important item. The child should have a mid-day 
sleeping period, should be kept quiet after 4 p. m., 
and should be in bed at 7 p. m., as it is necessary to 
combat profound sleep at night. He should be re- 
quired to void at definite intervals during the day 
and just before he goes to bed. Usually these inter- 
vals during the day may be lengthened once a week, 
depending upon the severity of the case. Once 
during the forenoon and once during the afternoon 
the patient should be told to stop and start the 
stream several times while he is voiding. This 
teaches him bladder control. 

The best time to awaken the child at night to 
empty his bladder voluntarily is a few minutes be- 
fore the time he habitually wets the bed, which 
occurs at approximately the same time each night. 
If this time is not known, he should empty his blad- 
der at 10 p.m., 2 a.m., and 6 a.m. If the bed is 
found wet at ro p. m., the child should be awakened 
one hour after he goes to bed, the object being to 
anticipate the involuntary micturition by voluntary 
emptying of the bladder. As the treatment pro- 
gresses, the 2 a. m. awakening may be omitted. The 
awakening should be done on the minute. The pa- 
tient should be required to get out of bed, turn on 
the light, go to the toilet, and, after he is thoroughly 
awake, voluntarily empty his bladder. 

The author concludes as follows: 

Since enuresis is essentially a tailure of the higher 
centers to control reflex bladder contraction, the 
major part of the treatment should be directed 
toward these higher centers. The success of any 
method of treatment is due, for the most part, to its 
psychic effect. After removal of the underlying 
cause and its contributing factors, the habit of un- 
consciously emptying the bladder must be corrected. 

Henry L. Sanrorp, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Fairbank, H. A. T.: Some Affections of the Epiph- 
yses. Proc. Roy. Soc. Med., Lond., 1924, xviii, 
Sect. Orthop., 1. 


Slight separation of the femoral head, ie., an 
early adolescent coxa vara, usually occurs at about 
the sixteenth year of age and is due to repeated 
trauma. The patient complains of a progressively 
increasing limp and of pain which becomes more 
severe when abduction and internal rotation are 
attempted. The X-ray reveals widening of the 
epiphyseal line and depression of the head on the 
neck. Such a lesion is easily overlooked unless a 
very careful roentgenological examination is made. 
The treatment is immobilization in internal rota- 
tion and abduction. 

Partial separation of the great trochanter, a 
similar injury, is usually due to direct violence. 
Because of the frequent occurrence of infection in 
previously reported cases of this kind, it seems prob- 
able that many were primarily an osteomyelitis with 
secondary epiphyseal separation. 

Separation of the epiphysis of the anterior supe- 
rior spine, a rare injury, causes great disability be- 
cause of the displacement by the pull of the attached 
rectus muscle. 

In Schlatter’s disease, or separation of the tibial 
tubercle, trauma is the most important factor, but 
in avulsion of the epiphyses of the os calcis or of the 
navicular tubercle, diseased bone or separate centers 
of ossification are usually the main causes. 

Osteochondritis of the heel occurs more frequently 
in boys than in girls and affects the left heel more 
frequently than the right. It is more often uni- 
lateral than bilateral. The pain and tenderness are 
definitely in, rather than beneath, the heel, and are 
aggravated by exercise. The marked irregularity of 
both bones at the calcaneo-epiphyseal line which is 
shown by the X-ray must not be confused with 
multiple centers of ossification in the epiphysis. 
Rest and immobilization will usually effect a cure. 

The tubercle of the tarsal scaphoid, i.e., the os 
tibiale externum, is sometimes the site of a similar 
disorder which is entirely distinct from Koehler’s 
disease. When this tubercle is affected, separate 
centers of ossification are usually present and the 
feet are flattened. This condition is bilateral, and 
occurs in girls twice as often as in boys. Rest and 
arch supports are indicated. 

In cases of injury about the ankle joint the rare 
possibility of an extra center of ossification at the 
internal malleolus must be borne in mind. 

The author mentions four cases in which reduc- 
tion of a dislocated elbow was complicated by wedg- 


ing of the separated internal epicondyle between the 
humerus and the ulna. CuestTeR C. Guy, M.D. 


Findley, L.: The Underlying Cause in the Patho- 
genesis of Rickets. J. Am. M. Ass., 1924, Ixxxiii, 
1473. 

Experiments have demonstrated that the physio- 
logical process of rickets is definitely influenced by 
at least five factors—sunlight, exercise, Vitamine X, 
calcium, and phosphorus—but they have not yet 
disclosed the true or exciting cause of the condition. 

Cod liver oil has a powerful effect on ossification, 
but its influence is not invariable and it does not 
always cure rickets. Cases have been known in 
which rickets developed during the administration 
of cod liver oil. The author’s chief objection to cod 
liver oil is that, though it may cause the bones to 
become fully and normally calcified, the child re- 
mains as incapacitated as ever after its use. His 
experience has shown that severe cases improve 
more rapidly under massage and exercise than under 
any other form of treatment. In his opinion, absence 
of sunlight is not as potent a factor in the patho- 
genesis of rickets as is generally believed. 

The most striking feature of the condition is the 
deficiency in the calcium content of the skeleton. 
The metabolism of calcium is at fault. It is not so 
much the amount of calcium in the diet that is of 
importance as the amount that is absorbed from the 
intestine. 

The author suggests that the cause of the condi- 
tion may be a specific infection influencing the reac- 
tion of the intestinal contents in a certain direction. 

Herman C. Scuumm, M.D. 


Wyman, E. T., and Weymuller, C. A.: A Clinic for 
the Treatment of Rickets with the Mercury 
Vapor Quartz Lamp. J. Am. M. Ass., 1924, 
Ixxxili, 1479. 

In 1923, a special clinic was organized in the 
Children’s Hospital, Boston, for the treatment of 
rickets with the mercury quartz lamp. 

The source of the ultraviolet rays was a direct 
current all-mercury Alpine sun burner. Four 
amperes were used on a rro-volt direct current. 

During the exposure the lamp was kept at a uni- 
form distance of 20 in. from the surface of the 
body. 

The initial treatment was two minutes’ irradiation 
to the front of the body and two minutes’ irradia- 
tion to the back. Thereafter the exposure was in- 
creased one minute to the front and one minute to 
the back at each successive treatment until an ex- 
posure of fifteen minutes to the front and fifteen 
minutes to the back was given. The treatments 
were administered three times a week. 
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All of the eighty-six cases of acute rickets treated 
showed steady improvement. The average length 
of time the irradiations were continued was between 
six and eight weeks. The treatment was then 
changed to the administration of cod liver oil. 

As rickets is a general constitutional disease, any 
therapeutic measure, to be effective, must restore 
the entire organism to normal as well as the deposi- 
tion of calcium. Herman C. Scuumm, M.D. 


Hass, J.: Roentgen-Ray Treatment of Tuberculo- 
sis of the Bones and Joints (Zur Roentgenbe- 
handlung der Knochen- und Gelenktuberkulose). 
Wien. klin. Wehnschr., 1924, XXxvii, 435. 


The wide use of roentgen-ray apparatus has un- 
fortunately brought it to pass that at the present 
time all forms of tuberculosis are subjected to 
roentgen-ray treatment almost without discrimi- 
nation. It is impossible to warn against this too 
strongly. 

According to the latest views, the roentgen ray 
acts by causing an alteration in the pathological tis- 
sue. Certain kinds of cells which are situated 
around the tubercle bacilli are stimulated by the 
roentgen rays to damage the tubercle bacillus and 
make it accessible to the action of the antibodies. 
The indirect effect is the formation of scar and gran- 
ulation tissue, a highly desirable result. In addition 
to local effects, the rays are thought to bring into 
action auxiliary powers of the organism to combat 
the disease process. 

Roentgen-ray treatment should be varied accord- 
ing to the type of the disease process, the sensitivity 
of the tissue, the patient’s general condition, etc. 
There is no such thing as a tuberculosis dose. The 
proper dose must be discovered by clinical observa- 
tion and experience. Too large doses are dangerous. 
Hass begins with Holzknecht’s smaller dose and 
increases it gradually until he obtains a reaction at 
the disease focus which is just sufficiently marked 
to be clinically observable (increase of the swelling, a 
local rise in the temperature). This “‘ maximal dose” 
must never be exceeded. It is advisable to use only 
about two-thirds of it. In the Lorenz Institute the 
dose used for children is about one-half to two-thirds 
of that given adults. Homogeneous radiation is 
necessary. Since it is impossible to know the exact 
limits of the diseased area, the rays should be ap- 
plied to wide fields. 

Roentgen-ray treatment is indicated whenever the 
acute inflammatory phenomena have begun to re- 
cede. Early cases in the acute stage are entirely un- 
suited for roentgen irradiation. Contra-indications 
to roentgen-ray treatment are advanced cases with 
extensive suppuration or those complicated by severe 
pulmonary phthisis with cachexia. 

The prognosis is usually favorable, even in disease 
of the larger joints and in spondylitis. In cases of 
open tuberculosis, the discharge is at first tempo- 
rarily increased after irradiation. Fistula usually 


close after a short time. Hass believes it wrong to 
rely entirely upon the roentgen ray in the treatment 
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of tuberculosis of the bones and joints. Roentgen- 
ray treatment should be combined with the approved 
surgical and orthopedic measures. Loenr (Z). 


Murphy, J. T.: Adamantine Epithelioma. Radio/- 
ogy, 1924, iii, 377. 

The author reviews the literature of adamantine 
epithelioma. About too cases have been reported. 
To these Murphy adds another. 

Tumors of this type, which are said to be of em- 
bryonal origin, have developed in persons ranging 
in age between 6 and 75 years. The vast majority 
occur in the lower jaw. They may be either solid or 
cystic. The solid type predominates before the 
thirtieth year of age and thereafter is rare while the 
cystic type is more common in later life. Statistics 
show that the development of these tumors is not in 
relation to the development of the teeth. It is there- 
fore opposed to Broca’s follicular theory and in har- 
mony with the theory attributing the neoplasms to 
rests of epithelial origin. Such rests, however, may 
remain latent throughout life. 

The solid tumors are not so slow in their evolution 
as the cystic tumors. The period of development of 
the former ranges between one and seven years and 
averages about three years. The semisolid type 
evolves in from one to fifteen years, and the purely 
cystic type in from one to twenty years. 

The tumors are essentially endomaxillary. They 
develop externally and downward, respecting the 
alveolar margin. The tumors are fluctuant. When 
the anterior wall of mucosa is depressed, a parch- 
ment-like crepitation is heard. This is pathogno- 
monic of these cystic tumors of paradental origin and 
is never heard in sarcoma or carcinoma. The im- 
portant diagnostic points are slow growth of the 
neoplasm, absence of teeth over the part involved, 
absence of infiltration, and the X-ray appearance of 
the multilocular cysts. 

Cystic tumors may progress to an advanced stage 
without causing pain. When well advanced they 
may interfere with mastication, phonation, and 
respiration. In this stage, crepitation is not easily 
heard, and differentiation from sarcoma is difficult. 
A differential diagnostic point is that the patient 
with adamantinoma does not show a disturbance of 
his general health as the tumor is localized and the 
lymphatics are not involved. 

In advanced cases conservative operations are 
almost always followed by recurrence. Ample 
resection of the maxilla or mandible is indicated. 
In some cases even disarticulation may be necessary. 
No particle of epithelial tissue should be left behind. 
The semicystic and solid types of tumors re- 
quire more radical operation than the purely cystic 
growths. 

The danger in adamantine epithelioma lies in 
local extension of the tumor. Therefore the treat- 
ment should consist of wide excision of the growth 
with the actual or electric cautery and with com- 
plete removal of all epithelial tissue. 

Cuester C. SCHNEIDER, M.D. 
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Holm, G.: Myositis Infectiosa (Beitraege zur Kennt- 
nis der Myositis infectiosa). Acta chirurg. Scand., 
1924, lvii, 415. 

Following a brief recapitulation of our present 
knowledge regarding the etiology, clinical course, 
and pathological anatomy of myositis infectiosa, 
the author adds seven new cases to those reported 
in the literature. 

These new cases indicated that the entire palpable 
swelling occurring in some stages at an early stage 
and much of the swelling occurring in some ad- 
vanced cases may be caused by a local tonic cramp 
in the affected muscle rather than by an inflamma- 
tory exudate or pus. Because of this fact, some of 
the palpable ‘‘tumors” disappear when the patient 
is examined under narcosis. One of the cases re- 
ported showed that the musculature of the larynx 
may be affected by myositis infectiosa. 

The infection was due to staphylococci in three 
cases, streptococci in one case, and both staphylo- 
cocci and streptococci in one case. The two cases 
last mentioned were fatal; autopsy showed that both 
of them were complicated by abscesses in the lungs 
and one of them by abscesses of the kidneys. In 
one of the two remaining cases spontaneous re- 
sorption occurred, and in the other the pus proved 
to be sterile. 


Burlend, T. H., and Harries, D. J.: White Myeloma 
of the Radius. Bri/. J. Surg., 1924, xii, 254. 


The authors report a case of white myeloma in- 
volving the lower end of the radius in a child 9 years 
old. The lower portion of the radius was removed 
the epiphysis being left intact, and a boiled beef bone 
splint was inserted. The functional result two years 
later was good. 

The histological features of the tumor, the zone 
between the tumor and bone, the zone between the 
tumor and the marrow, and of the marrow beyond 
the myeloid expansion are described in detail. 

The growth appeared to have replaced the normal 
marrow. It consisted of spindle cells, each with an 
oval or elongated nucleus. Here and there through- 
out the mass, but particularly numerous near the 
periphery, were large giant cells. In a groundwork 
of loosely scattered cells there were areas of closely 
packed spindle cells. Most of these spindle cells 
surrounded giant cells. 

Possible causes of myelomata are the following: 

1. A local injury to the periosteum resulting in 
hypertrophy of periosteal bone. It is possible that, 
under such circumstances, an abnormal number of 
osteoclasts are formed to preserve the ratio of thick- 
ness of the bone shaft to the diameter of the marrow 
cavity. 

2. A change of metabolic origin resulting in 
changes in the chemical composition of the bone 
which call osteoclasts into existence to remove it. 

3. A local change whereby the osteoclasts are 
abnormally increased in number. Stimulation of 
the formation of osteoclasts may result from the 
pressure of a foreign body or invasion by parasites or 
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by wandering cells from some other part of the 


y. 
These hypotheses are discussed in some detail. 
Clinical experience seems to indicate that the last 
one is the most probable. 
The article is illustrated by roentgenograms and 
photomicrographs. Herman C. Scuumm, M.D. 


Leskinen, S.: The Results of Conservative Treat- 
ment of Tuberculous Spondylitis (Ueber die 
Erfolge der konservativen Behandlung der tuber- 
kuloesen Spondylitis). Acta chirurg. Scand., 1924, 
Ivii, 193. 

This article is the report of an analysis of 220 con- 
servatively treated cases of tuberculous spondylitis. 

Of the 220 patients, 52.3 per cent were males and 
81.4 per cent were between 1 and 15 years of age. 
The cervical region of the spine was involved in 16.2 
per cent of the cases, the thoracic region in 56.4 per 
cent, and the lumbar region in 27.4 per cent. The 
occurrence of abscesses in the cervical, thoracic, 
and lumbar regions was as 1:3.3:5.8. 

In 137 cases for which detailed information could 
be obtained the total mortality was 40.5 per cent. 
In the cases of cervical involvement the mortality 
was 26.3 per cent; in those of thoracic involvement, 
46.3 per cent; and in those with lumbar involvement, 
34.1 per cent. The mortality of the male patients 
was 50.0 per cent, and that of the female patients, 
32.1 per cent. Seventy-four and nine-tenths per 
cent of the deaths occurred within the first two 
years after the onset of the disease. The death rate 
was highest among the patients who were less than 
20 years of age and lowest among those between 20 
and 30 years old. 

Complete healing was obtained in 30.4 per cent 
of the entire number of cases, 38.1 per cent of those 
of female patients, and 21.6 per cent of those of male 
patients. It occurred in 68.5 per cent of the cases 
of cervical involvement, 21.1 per cent of those of 
thoracic involvement, and 34.1 per cent of those of 
lumbar involvement. 

The mortality was 48.1 per cent in the cases of 
hereditary tuberculosis and 36.8 per cent in those of 
non-hereditary tuberculosis. Healing occurred in 
28.9 per cent of cases of the former type and 31.1 
per cent of those of the latter type. In all cases with 
complications arising from the nervous system the 
condition was fatal. Complications due to ab- 
scesses increased the mortality rate to 49 per cent 
and reduced the healing rate to 17.6 per cent. The 
prognosis was unfavorable also in cases with tuber- 
culous changes in other organs. 

In general it may be said that the incidence of 
healing varied directly with the duration of hos- 
pital care. 


Whitman, A.: Observations upon an Anatomical 
Variation of the Lumbosacral Joint. J. Bone & 
Joint Surg., 1924, vi, 808. 

The author describes five cases of a condition he 
calls “‘prespondylolisthesis.”” Prominence of the 


232 


buttocks was associated with a sharp increase of the 
angle between the sacrum and the lumbar spine. 
Only two of the five roentgenograms showed actual 
forward displacement of the fifth lumbar vertebra. 
Whether in the treatment brace wearing is prefer- 
able to operation depends upon the patient’s age, 
sex, health, and occupation. 

In the examination of men to determine their 
fitness for various forms of labor the early recogni- 
tion of this condition might be of importance from an 
economic standpoint. 

The article is illustrated by six cuts. 

S. C. WoLDENBERG, M.D. 
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Spitzy, H.: New Operative Methods in Ortho- 
pedic Surgery (Neue operative Wege in der ortho- 
paedischen Chirurgie). Wien. med. Wehnschr., 1924, 
Ixxiv, 1570. 

This article is a review of the operative methods 
used in the Vienna orthopedic hospital. 

In complete paralysis of the foot muscles the ankle 
is exposed from the rear through a Z-shaped in- 
cision of the Achilles tendon, and by freshening of 
only the lower section or of both the lower and upper 
parts of the joint a correspondingly extensive 
ankylosis of the joint is obtained. For complete 
ankylosis, both malleoli are chiseled obliquely to ob- 
tain great approximation. Removal of the astraga- 
lus is also done frequently. If only parts of the 
muscles are paralyzed, the mechanism of the joint is 
simplified by partial arthrodesis and tendon trans- 
plantation. A number of satisfactory operations for 
this purpose are described. 

In cases of paralysis of the extensors of the knee 
the tensor fascie late is moved forward on the patella 
or the tuberosity of the tibia. It then forms a 
passively tense ligament which extends the knee 
passively when the femur is extended but permits 
complete flexion in the sitting position. 

Arthrodesis and tendon transplantation are done 
also on the arms. 

Similar rules apply to the treatment of congenital 
or acquired deformities. In contracted talipes val- 
gus the astragalus and navicular bone are freshened 
from the inner side or, if necessary, a wedge-shaped 
osteotomy is done. The joint above the sustentacu- 
lum may also be freshened through the same inci- 
sion. The arch is then lifted and the tendon of the 
posterior tibialis muscle is shortened. 

In rebellious club-foot the extensor tendons are 
pulled out of the way and a piece of the bone is 
chiseled out from the external side so that the foot can 
be brought to its normal position. At the same time 
the tibialis anticus is transplanted to the external side. 

In metatarsalgia the first and fourth metatarsals 
are drawn together with silk sutures to restore the 
transverse arch. 

In strong equinovarus the soft parts of the sole 
are dropped down by means of a slipper-shaped in- 
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cision and the ligaments between the calcaneus, 
cuboid, and astragalus so exposed are severed. The 
position of the foot can then be easily corrected. 

To prevent subluxation following the correction 
of contracture of the knee joint, cutting of the wall 
of the posterior capsule is recommended. 

In pseudarthrosis of the femoral neck, the head 
of the femur is resected and the rounded-off portion 
of the neck is introduced into the acetabulum. 

Non-operative mobilization of stiff joints is con- 
demned. Stifiness of the joints is a strict indication 
for operative treatment. The author reports his 
experience with the usual methods in the treatment 
of the various joints. ERLACHER (Z). 


Odelberg, A.: Seven Cases of Arthroplasty. Ac/u 
chirurg. Scand., 1924, lvii, 331. 

Five of the seven arthroplasties reported were 
performed on the elbow and two on the hip. The 
results in the elbow were excellent, but those in the 
hip were less satisfactory. In all of the cases a free 
transplant of fascia lata was used to cover the sur- 
faces of the joints. In two cases the operation was 
performed on joints that had been operated upon 
radically for tuberculosis. 


Asplund, G.: The Functional Result of Arthrodesis 
of the Shoulder Joint for Paralysis of the 
Deltoid. Acta chirurg. Scand., 1924, lvii, 310. 


The author reports the findings noted in a re- 
examination of a number of children with paralysis 
of the shoulder due to infantile paralysis upon whom 
he performed the arthrodesis operation about ten 
years ago. 

In seven of the eight cases the functional result 
is characterized as satisfactory, and in two of these 
as very satisfactory. All of the patients derived 
decided benefit. 

The range to which the arm can be lifted varies 
between 50 and 150 degrees. In four of the cases 
the result achieved at the time of the operation has 
been maintained and in one case it has been con- 
siderably improved. In three cases there has been 
deterioration in the operative result, but in one of 
these it is only slight. 

The re-examination makes it clear that there is 
no contra-indication to operating on a young child. 
The best functional result was obtained in the case 
of a child operated upon when it was 4 years old. 

In four of the cases (including the one just re- 
ferred to) a bony ankylosis resulted and in the 
others a fibrous ankylosis. The results were satis- 
factory also in the latter. The bony ankylosis 
occurred later than one year after the operation. 

There is no evidence of greater shortening of the 
arm in the cases of the younger patients than in 
those of the older ones. The shortening ranges from 
3 to 5 cm. and is to be ascribed chiefly to the 
general atrophy which always occurs in a paralyzed 
extremity. The author established the correctness 
of this view in a number of patients who had not 
been subjected to operation. 
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On the basis of the re-examination the author 
reiterates the opinion he previously expressed to the 
effect that, when possible, operation should be done 
at an early age. The long period during which the 
patient must remain in plaster of Paris to obtain 
fixation is much less irksome to a child than an adult. 
If possible, the arthrodesis should be undertaken 
before the school age is reached in order that it may 
render school work easier for the patient. 

Finally, the author urges that the arthrodesis 
operation on the shoulder be not confined solely 
to cases with a relatively isolated paralysis of the 
deltoid. An arm that is considerably impaired in 
other ways may derive appreciable advantage from 
an arthrodesis on the shoulder. 

In no less than six of the eight cases function of 
the elbow has been manifestly improved by the 
arthrodesis operation on the shoulder. 

No scoliosis of any importance has resulted from 
the operation in any case. 

With regard to the technique the author warns 
against fixation of the joint in too pronounced 
abduction. From 80 to go degrees is probably 
sufficient. Slight outward rotation of the arm seems 
best to counteract the tendency frequently noted 
toward a pronated posture of the arm. 


Neumueller, H., and Orator, V.: The Treatment of 
the Carpal Ganglion (Zur Behandlung der Car- 
palganglien). Deutsche Zischr. f. Chir., 1924, clxxxv, 
69. 


As extirpation of a carpal ganglion is followed by 
recurrence in 30 per cent of the cases, the authors 
have used the following new procedure based on the 
pathologic studies of Payr and Ledderhose: 

Under local anesthesia, the top of the mass is 
incised transversely and the ganglion is opened 
through a cross incision and reflected without open- 
ing of the joint and the tendon sheath. All of the 
septa of the cyst, which frequently is multilocular, 
are extirpated. The tip of the cyst wall is reflected 
outward by catgut sutures and the skin is sutured 
with silk. 

In this manner an “immature” ganglion, which 
has a tendency to hydropic degeneration, is drained 
sufficiently, and the most important cause of re- 
currence is removed. Of fifteen patients treated in 
this manner only 13.3 per cent had a recurrence. 

LANGE (Z). 


Lovett, R. W., and Brewster, A. H.: The Treat- 
ment of Scoliosis by a Method Different from 
That Usually Employed. J. Bone & Joint Surg., 
1924, Vi, 847. : 

Klein, A.: Subsequent Report of the Treatment of 
Structural Scoliosis at the Massachusetts 
General Hospital. J. Bone & Joint Surg., 1924, vi, 
858. 

Lovett and Brewster recommend the following 
procedure in the treatment of scoliosis: 

The patient is suspended by a head sling with the 
toes touching the floor and a closely fitting plaster 


233 


jacket is applied from the axilla to below the greater 
trochanters. The jacket is immediately cut off by 
vertical incision in front and is then filled with 
plaster. The torso is trimmed, shaved, and filled 
until it represents a somewhat better position. On 
the corrected torso a plaster jacket is applied and 
then immediately removed by a vertical anterior 
incision. The jacket is trimmed out where necessary 
and divided transversely at the level of the apex of 
the curve and fastened together by a garden-gate 
hinge at the side. The turn buckle is attached to the 
opposite side connecting the two segments. When 
over-correction has been obtained the turn buckle 
is replaced by two adjustable locks which hold the 
upper and lower segments out in the desired angle 
to each other. 

One or two stretchings a day are exerted by the 
turn buckle, the first correction being applied slowly. 
The stretching periods are from one-half to one and 
one-half hours in length. When necessary, the jacket 
is re-enforced by steel straps. 

The technique reported by KLEIN is as follows: 

The patient is suspended on his back in the Abbott 
frame. By means of a three-tail cotton swathe, the 
pelvic girdle is rotated away from the direction of 
the dorsal curve of the spine, the lower extremities 
being suspended in the opposite direction. The 
shoulder girdle is rotated toward the side of the 
convexity of the dorsal curve, a plaster cast is 
applied, and windows are immediately cut over the 
hollow side behind, over the lower ribs, and diago- 
nally opposite in front. 
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When the cast begins to fit loosely, felt pads are 
forced down between the posterior convexity of the 
ribs and the cast just behind the angles of the ribs. 
The casts are changed about once a month and are 
continued as long as improvement is obtained. This 
course of treatment is often interrupted by a return 
to exercises. During the exercise period the patient 
wears a similar plaster jacket which is split along 
the back and front, the back being held together by 
leather hinges and the front by straps and buckles. 
After the maximum amount of correction has been 
obtained it is maintained by means of a brace con- 
structed from a plaster model and the exercises are 
continued as before. 

The cases reported by Klein have been observed 
over a period of from eighteen months to three and 
one-half years and have been without corrective 
treatment for from seven months to two years. Im- 
provement was maintained and in some cases con- 
tinued by means o/ a brace. Therefore Klein con- 
cludes that the fusion operation should never be 
attempted, if at all, until after a long period of con- 
servative treatment. 

Lovett and Brewster attempted to correct all 
grades of cases. The more severe cases with wedging 
of the vertebra and those in which the apex of the 
curve was above the mid-dorsal region showed little 
or no improvement, but in milder cases the improve- 
ment was marked. Rupocpu S. Reicu, M.D. 


Wilson, P. D.: The Treatment of Displacement of 
the Femur. J. Am. M. Ass., 1924, Ixxxiii, 1749. 

Wilson reports seven cases of displacement of the 
epiphyseal head of the femur in which operative 
reduction was performed. 

In all cases there is a history of mild injury, usually 
due to a slip or fall causing pain and lameness and 
followed after several weeks or months by a com- 
plete giving away of the hip after another trivial 
accident. 

In four of the seven cases reported, in which the 
displacement was of recent origin, the joint was ex- 
posed by the Smith-Petersen incision. The neck of 
the femur was found projecting anteriorly with the 
head rotated downward and backward. Correction 
was easily accomplished by prying the epiphysis 
forward with a skid. A plaster spica was then 
applied with the limb in abduction and internal 
rotation. 

In the three cases of old displacement the opera- 
tive procedure was similar to that employed in the 
recent cases except that a firm malunion necessitated 
reduction with the aid of a wide, doubly curved 
osteotome. After from ten to twelve weeks the 
plaster was removed and physiotherapy in the form 
of heat, massage, and exercises was employed. 
After from one to two weeks a Thomas caliper brace 
was applied. Weight-bearing was then permitted 
with the aid of crutches and a high sole on the shoe 
worn on the unaffected side. Full weight-bearing 
without apparatus was permitted only at the end 
of from six to nine months after the operation. 
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In all seven cases complete union has taken place 
and there is practically a normal range of mobility 
except in flexion. Flexion is limited to 90 degrees in 
six cases, and in one case, at the end of ten months, 
is still limited to 45 degrees. Shortening ranges from 
14 to 1 in. and is probably due to disturbance of 
epiphyseal growth at the upper end of the femur. 

Little is known regarding the etiology of the con- 
dition. By some, the displacement is believed to be 
traumatic in origin. Others consider it the result of 
a pathological process affecting the epiphyses. 
Kocher suggested osteomalacia as the cause, and 
Froelich, an attenuated infection. Others have 
ascribed the condition to late rickets, and still others, 
to an endocrine disturbance. 

The seven patients whose cases are reviewed 
ranged in age from 13 to 17 years. In the cases of 
three boys the feminine habitus was suggested. 
There was unusual mammary development with re- 
tarded appearance of the sexual characteristics. 
The girl showed evidence of infantilism. These four 
cases suggested pituitary hypofunction. 

Ollier, Poland, and others have shown that the 
periosteum is the main support between the epi- 
physis and the diaphysis. Vogt and Kirmisson sug- 
gested that the reason displacement occurs more 
readily in adolescents than in infants is that in the 
former there are two bony surfaces glued together 
by a thin layer of cartilage, while in the latter the 
epiphysis is a supple cartilaginous mass strongly 
bound by thick periosteum. 

In very early cases, closed reduction should be 
attempted by Whitman’s method. If this procedure 
is successful it should be followed by fixation with 
plaster for a period of from two to three months. 
If it is unsuccessful, open reduction is necessary. 

Rupotpu S. Reicu, M.D. 


Brown, L. T.: The End-Results of Stabilizing 


Operations on the Foot. J. Bone & Joint Surg., 
1924, Vi, 839. 

The main object of a stabilizing operation on the 
foot is to correct the deformity and place the bones in 
the best possible mechanical balance. Since perfect 
alignment should be obtained at operation, mechani- 
cal perfection of the result should be the basis for 
judging the success of the operation. However, the 
functional result from the patient’s standpoint may 
be a great deal better than the mechanical result. 

The average age of the twenty-five patients whose 
cases are reviewed was about 17 years. The me- 
chanical results were good in 18 per cent of these 
cases, fair in 22 per cent, and poor in 29 per cent, but 
the functional results were good in 70 per cent and 
fair in 30 per cent as every patient regarded his 
condition as better or unchanged after the opera- 
tion, and not one believed it worse. 

The author suggests greater care in securing me- 
chanical alignment at operation, improving it, 
if necessary, by manipulation or with the aid of 
plaster during the next six or eight weeks. 

CueEster C. Guy, M.D. 
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Taylor, R. T.: Foot-Drop: A New Operation for 
Its Relief. South. M. J., 1924, xvii, 840. 


One of the most frequent causes of limping is 
foot-drop. This condition is of the following types: 

1. Foot-drop due to paralysis of anterior leg 
muscles and marked by plantar flexion of the entire 
foot at the ankle joint. 

2. Dropping of the foot anterior to the medio- 
tarsal joint following paralysis of the short and long 
extensors of the toes. 

3. Foot-drop due to gravity occurring in ‘‘dangle 
foot. 

The author discusses the treatment of the first 
two types. Because of the inconvenience of braces, 
their initial cost and that of their upkeep, various 
operative methods have been used. The tenodesis 
of Hoffa, in which the tendons of the paralyzed 
muscles are fixed to the tibia and fibula and to the 
tarsal and metatarsal bones, and the similar opera- 
tions of Gallie, Putti, and Codivilla are followed by 
loss of power due to the division of tendons. Astra- 
galectomy, multiple arthrodesis, and scaphoidec- 
tomy are applicable only to severe cases. The use of 
silk sutures often results in severe deformity, 
especially when the sutures are introduced during 
the growth period. The author advises caution in 
the use of bone-fixation operations. He believes 
that such procedures should not be used until after 
the twelfth year of age. 

Taylor places fascia lata under the annular lig- 
ament and fixes it subperiosteally to the tibia and 
the scaphoid just lateral to the anterior tibial and 
extensor hallucis tendons, holding the foot at a 
right angle. A cast is then applied for six weeks and 
weight-bearing prevented for four weeks. There- 
after massage, muscle training, and electrical 
stimulation are given for three months. Satisfactory 
results have been obtained in both adults and chil- 
dren. The author’s cases have been under observa- 
tion for over a year since the operation. 

Fremont A. CHANDLER, M.D. 


Freiberg, A. H.: Again, the Operation for Hallux 
Valgus. J. Am. M. Ass., 1924, lxxxiii, 908. 


While Silver’s plastic operation approaches the 
ideal for cases in which the chief abnormality is a 
contracture of the lateral side of the joint capsule 
with hypertrophy of the side of the metatarsal head, 
the author agrees with Painter that the Hueter 
operation is the logical procedure, because it 
shortens the inner side of the foot by removing the 
metatarsal head. This operation has proved suc- 
cessful in many cases. Its failures have been due, 
first, to limited mobility in the joint; second, to 
shortening of the first toe; and third, to continuance 
of abduction. Freiberg considers shortening of the 
toe an advantage. The abduction is due to shorten- 
ing of the extensor propius tendon and abnormal 
length of the inner side of the capsule. 

For a satisfactory Hueter operation the joint 
capsule must be opened so as to provide a plastic 
flap which may be used to maintain an adducted 
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position of the toe, and after removal of the hyper- 
trophied mesial portion of the head of the metatarsal 
thorough exposure is necessary. After removal of 
the head, the end of the metatarsal must be re- 
shaped and care be taken to remove all spurs of 
bone. All bone particles must be removed from the 
wound. The extensor longus hallucis tendon should 
be divided and the capsular flap overlapped and 
sutured with silk to maintain adduction of the toe. 
A splint should then be applied for ten days to 
provide firm adhesion of the capsular flap. After 
removal of the splint active motion should be be- 
gun and proper shoes provided. 
S. Reicu, M.D. 


FRACTURES AND DISLOCATIONS 


Schmidt, A.: Experimental Joint Fractures. The 
Problem of Osteochondritis Dissecans (Experi- 
mentelle Gelenkfrakturen. Zur Frage der Osteo- 
chondritis dissecans). Beitr. z. klin. Chir., 1924, 
Cxxxil, 129. 

The author presents a report upon joint fractures 
of definite direction and location, supplementing his 
previous work on this subject. 

The influence of the periosteum and endosteum on 
the healing of fractures was proved again. When 
the fracture is extensive, the influence of the perios- 
teum is of the greater importance. When the 
medullary spaces are sufficiently open, the endos- 
teum can also form a firm callus. When the medul- 
lary spaces are not opened, the callus formed often 
remains in the connective tissue stage. 

The callus remains in the connective tissue stage 
also after shallow detachment of fragments of 
cartilage. As a result, a sort of pseudarthrosis is 
formed which, on further injury of the joint, may 
be displaced completely. In cases in which there is 
less influence from the use of the joint, a kind of 
baffle plate is formed toward the joint from the new 
connective tissue which is penetrated by the fibers 
of the destroyed joint cartilage. 

In epiphyseal fractures also, unhindered hy- 
peremia is of great importance. Harms (Z). 


Keller, H.: Practical Points in the Diagnosis and 
Treatment of Fractures. Med. J. & Rec., 1924, 
Cxx, Supp. Cxxxix. 


Fractures may be divided into those of the 
diaphyses and those of the epiphyses. In diaphyseal 
fractures a false point of motion and overriding are 
more marked than in epiphyseal fractures. Epi- 
physeal fractures frequently involve joints. 

The predisposing causes of fractures may be func- 
tional, external, pathological, intra-uterine, or ob- 
stetrical. Exciting causes are muscular action and 
external violence, either direct or indirect. The 
author quotes Speed’s figures regarding the sex, 
season, and age incidence of fractures. 

The diagnostic points of pain, loss of function, de- 
formity, false points of motion, and crepitus are 
discussed. Fractures of the neck of the femur, of the 
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vertebre and appendages, and of the os calcis are 
overlooked in go per cent of the cases. More ac- 
curate study of fracture of the femoral neck should 
be emphasized rather than the many varied ways by 
which it may be treated. In cases of persistent pain 
in the back following an injury or a sudden twist a 
vertebral fracture should be suspected until it is 
proved absent. X-ray examination is essential in 
the diagnosis of vertebral fractures. 

Compression fractures of the os calcis constitute 
go per cent of the fractures of that bone. They 
occur most frequently in men and are nearly always 
caused by falling from a height and landing on the 
plantar aspect of the feet. The sudden development 
of flat-foot following an injury is pathognomonic of 
this fracture. 

In dealing with epiphyseal fractures the possibility 
of a disturbance of epiphyseal growth must be kept 
in mind and due warning given the child’s parents 
of the possibility of subsequent deformities. 

Among the causes of inequality in the length of 
the limbs after a fracture are deformities produced 
by the alignment of the fractured bones. If the bones 
of a fractured straight leg are set in an attitude of 
slight inward bowing the leg will be shorter than the 
normal straight leg, while if the fractured bones of 
a bowed leg are set in straight alignment the leg will 
be longer than the other bowed leg. Lengthening of 
the fractured leg may be due also to the irritation 
of the growth cartilage. 

In children, shortening of a leg following a frac- 
ture which is not due to disturbances of the cartilage 
has a tendency to correct itself in time because of 
the stimulus of walking on the growth cartilages. 
Therefore the shoe should not be built up too soon. 

The author discusses the interpretation of roent- 
genograms and emphasizes the necessity of judging 
end-results from the standpoint of function rather 
than that of anatomical reduction as shown by the 
X-ray. 

In the treatment of fractures properly applied 
casts will give excellent results. As soon as prac- 
ticable, the patient should be encouraged to walk. 
The removal of the permanent splint should be post- 
poned until self-confidence has been regained. Im- 
mobilization of joints is to be avoided only in 
cases with osteo-arthritis. 

Fremont A. CHANDLER, M.D. 


Starr, C. L.: The Treatment of Compound Frac- 
tures of Long Bones. J. Jowa State M. Soc., 1924, 
xiv, 462. 

Starr urges the use of better methods and greater 
care in the treatment of compound fractures of long 
bones. Believing that most physicians are not com- 
petent to treat such fractures, he urges also better 
training of the young men in this work. 

He divides compound fractures into two classes, 
viz., those compounded from within and those com- 
pounded from without. Of the first class, go per cent 
become united without sepsis if they are given proper 
antiseptic and mechanical treatment. Thorough 
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cleansing with gasoline, iodine, and alcohol and pro- 
tection with sterile dressings are all that is necessary 
in these cases; they can be treated as simple frac- 
tures. 

In the second class of cases, in which the tissues 
have been crushed by heavy machinery or a severe 
impact, more radical measures are indicated. It is 
necessary first to combat shock by rest, morphine, 
the application of heat by means of hot water bags 
and blankets, stimulation with hot coffee, and the 
administration of fluids by mouth or rectum. As 
soon as it is safe, anesthesia should be induced and 
the limb carefully examjned. Antisepsis must be 
obtained and gross dirt and loose fragments re- 
moved according to the best surgical technique. 
No attempt should be made at primary suture. 
Carrel-Dakin treatment is necessary for two or three 
weeks. The limb should be splinted with a Thomas 
splint to secure proper alignment, length, and immo- 
bilization with access to the wound. In septic 
fractures the fixation of fragments with steel bands 
or plates is to be condemned. 

In cases of non-union, bone grafting is contra- 
indicated for one year after the sinuses have healed. 
After perfect healing and solid union of such frac- 
tures a prolonged course of hydrotherapy and mas- 
sage should be given to hasten the recovery of 
function. CuEsTER C. SCHNEIDER, M.D. 


Eiselsberg, A.: Poor Results in the Treatment of 
Fractures: Their Causes and Prevention (Mis- 
sererfolge in der Behandlung von Knochenbruechen, 
ihre Ursachen und ihre Verhinderung). Wien. med. 
Wchnschr., 1924, Ixxiv, 1215. 


On the basis of an experience with about 8,000 
fractures over a period of fifteen years, the author 
discusses the causes of unsatisfactory results of 
fracture treatment, particularly those following poor 
healing of fractures of the lower extremities, such as 
marked and persistent disability in standing and 
walking. In addition to factors of a local nature 
(inclusion of soft parts, infection of the fragments, 
large defects in the bone), an important cause is 
improper treatment. Too little consideration is 
given to anatomy and physiology. 

Since the introduction of treatment by extension 
careful setting of the fracture has often been neg- 
lected. While Bardenheuer’s extension and the use 
of the Codivilla-Steinmann nail or Schmerz clamps 
may be suitable in many cases, the attempt at pri- 
mary reduction must not be sacrificed to the use of 
the extension apparatus. The mechanism of the in- 
jury must be reconstructed and careful considera- 
tion given to the action of the muscles on the frac- 
ture ends. The primary displacement caused by the 
trauma must first be reduced and the displacement 
caused by the continuous muscular traction then 
corrected. The pull of a muscle can be best over- 
come by approximating the origin and insertion of 
the muscle. 

In certain typical fractures, such as extension 
fractures of the humerus, the conditions are simple, 
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but in fractures of long bones it is often difficult to 
determine the middle position of a fracture in a 
region in which are inserted many muscles with 
opposite functions and different strengths. In such 
cases the reposition must be guided by the law 
of leverage. Holzknecht’s fluoroscopic table has 
proved very serviceable in reduction. 

When good reposition has been obtained and the 
part has been immobilized in a suitable splint by a 
good fixation bandage or extension apparatus, every- 
thing necessary has been done. 

A number of fractures do not permit primary 
reduction. These lie on .the borderline between 
fractures requiring operative treatment and those 
for which conservative treatment is indicated. A 
peculiar position is occupied by fractures of the 
vertebra which cannot be reduced primarily; by 
intra-articular fractures which present no po'nt of 
attack for reduction; and by certain joint fractures 
which can be reduced but cannot be maintained in 
reduction. Fractures of the femur below the head 
which show no tendency to heal should be operated 
upon by the Lorenz method. Whitman has suc- 
ceeded in correcting poor function in cases of healed 
fractures of the neck of the femur by a modification 
of the Lorenz osteotomy. 

With regard to the after-treatment the author 
warns against too early passive movement. Early 
active movement is best. ENGEL (Z). 


Petersen, H. A.: A Clinical Study of Ununited 
Fractures with Special Reference to the In- 
organic Bone-Forming Elements in the Blood 
Serum. J. Bone & Joint Surg., 1924, vi, 885. 


In a study of ununited fractures at the Johns 
Hopkins Hospital, Baltimore, it was found that non- 
union occurred very frequently following osteotomy 
for bowlegs in rachitic children. In seventeen cases 
of ununited fractures in which the calcium and 
phosphorus contents of the serum were determined 
at various intervals, it was found that in every 
instance the product of these elements was definitely 
below normal. Seven of the patients were placed on 
a diet consisting of liver, buttermilk, calcium car- 
bonate, cod liver oil, and raw fruits and vegetables. 
In one case treatment with the mercury quartz 
lamp was substituted for the cod liver oil, and in 
another, yellow phosphorus was given. In seven of 
the eight cases healing resulted, but in the last one 
osteomyelitis developed and the bones are still 
ununited. 

It was found that healing does not take place 
when the calcium and phosphorus in the serum are 
so reduced that their product is less than 30, and 
that only slight healing occurs when their product 
is between 30 and 35. Active healing occurs when 
the product is between 35 and 4o. 

In cases with a low calcium value the product is 
usually not as low as in those with a low phosphorus 
value. The calcium and phosphorus contents of 
the serum were determined in the cases of nine pre- 
sumably normal persons with fractures and these 
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cases were used as a control series. It was found 
that the normal calcium and phosphorus product 
lies between 35 and 4o. 

Petersen concludes that in cases of non-union 
there is a constitutional disturbance evidenced by 
a deficiency in the concentration in the blood of 
phosphorus or calcium or both. 

Rupoten S$. Reicu, M.D. 


Kirk, N. T.: End-Results of 158 Consecutive Autog- 
enous Bone Grafts for Non-Union in Long 
Bones. J. Bone & Joint Surg., 1924, vi, 760. 


The cases cf non-union were divided into two 
groups: (1) ununited simple fractures without infec- 
tion, twenty-nine cases; (2) war wounds and other 
compound fractures with severe infection, 129 cases. 
There were two failures in the first group and fifty- 
three in the second. 

Loss of substance was the rule in the second group; 
in some instances it amounted to as much as § in. 
In eight cases the entire shaft of the humerus with 
the exception of about 2 in. at each end was 
missing. 

The graft operation was never attempted until six 
months after infection had ceased and the soft tis- 
sues had healed. If much scar tissue was present it 
was excised and the grafting was done four weeks 
later. If infection followed the excision of the scar 
the grafting was delayed for another six months 
after healing. It was sometimes necessary to do a 
skin plastic operation to obtain sufficient good skin 
to cover the bone. 

The inlay graft was used 115 times with thirty- 
seven failures; the intermedullary graft thirty-three 
times with fifteen failures; the osteoperiosteal graft 
seven times with two failures; and the peg twice and 
the transplant once with no failures. All except one 
were autogenous grafts. 

The tibia was grafted in sixty cases with ten fail- 
ures; the humerus in thirty-three cases with fifteen 
failures; the radius in sixteen cases with five failures; 
the ulna in ten cases with one failure; the femur in 
six cases with three failures; and other bones in 
eleven cases with one failure. In Group 1 a success- 
ful result was obtained in 93 per cent and in Group 2 
in 59 per cent. 

Fixation of the grafts with chromic gut or kanga- 
roo tendon was finally abandoned because such 
ligatures were sometimes found to remain unab- 
sorbed and to act as irritants for as long as a year. 
A method of wedging the graft at each end so that it 
remained in place without ligatures was then adopt- 
ed and is still being used. Tourniquet was em- 
ployed only in cases of forearm fractures. The skin 
suture was done with silkworm gut and a plaster cast 
applied for from three to six months. In fractures of 
the humerus the body cast was applied and hard- 
ened before operation; sometimes this was done to 
the arm part also, in which case the operation was 
performed through an opening in the cast. In the 
cases of Group 2 union was never sufficient for 
weight-bearing until after from six to nine months. 


238 


The most frequent cause of failure was infection. 
This occurred in twenty-two cases. Atrophy caused 
non-union in fifteen cases. Refracture occurred in 
thirteen. In some cases the second fracture oc- 
curred as late as nine months. All of the second 
fractures were due to trauma, even though braces 
were worn. 

The author gives sixteen case reports illustrated 
with roentgenograms. A. Crark, M.D. 


Debrunner, H., and Frosch, L.: Experimental and 
Clinical Studies on Pseudarthroses (Experi- 
mentelle und klinische Studien zur Pseudarthrosen- 
frage). Arch. f. orthop. u. Unfall-Chir., 1924, xxiii, 
10. 

From experiments on rabbits the authors conclude 
that as soon as the space between the fragments has 
reached a certain size, which apparently stands in a 
definite relationship to the dimensions of the in- 
volved bone and the regenerative power of the 
species, the healing process ceases to function and a 
pseudarthrosis results. The interposition of a bar- 
rier of scar tissue and deficiency in osteogenetic 
energy apparently play a not inconsiderable rdéle in 
the result. If, while its productive capacity remains, 
the bone is able to crush the scar tissue between the 
apposing surfaces, it can break through the barrier 
and the ends can unite. 

The second part of the work contains descriptions 
of experiments in which muscle, peritoneum, syno- 
vial membrane, and osteocartilaginous fragments 
were transplanted into artificially produced defects 
from 3 to 5 mm. in size in the diaphysis of the radius. 

These experiments showed that free transplanta- 
tion of muscle into a bony defect which is consoli- 
dating under ordinary conditions does not disturb 
callus formation; and that pedunculated muscle 
flaps oppose insuperable barriers to callus formation 
only when their nutriment is assured and they re- 
tain their vitality en masse. 

Hence, the artificial interposition of tissue is of 
value only when the transplanted tissue can be kept 
alive temporarily at least. GLAESSNER (Z). 


Faltin, R.: The Classification of Fractures of the 
Upper End of the Femur. Acta chirurg. Scand., 
1924, lvii, 1. 

Faltin, R.: The Treatment of Fractures of the 
— of the Femur. Acta chirurg. Scand., 1924, 
Vii, 10. 

Lindgren, U.: The Treatment of Fractures of the 
Neck of the Femur. Acta chirurg. Scand., 1924, 
Ivii, 55. 

After examining the roentgen plates of about 200 
cases of fracture of the upper end of the femur, 
Faltin has made the following classification which 
is based principally on Kocher’s classification but 
has reference also to the scheme drawn up by Pels- 
Leusden and Delbet: 

1. Subcapital fractures of the neck. 

2. Transcervical fractures of the neck. 

3. Intertrochanteric fractures of the neck. 
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4. Comminuted intertrochanteric fractures of 
the neck. 

5. Pertrochanteric fractures. 

6. Comminuted pertrochanteric fractures. 

7. Subtrochanteric fractures. 

8. Comminuted subtrochanteric fractures. 

Groups 1 and 2 may be termed median or true 
fractures of the neck, and Groups 3 to 6, lateral 
fractures of the neck of the femur or cervico- 
trochanteric fractures. 

In intertrochanteric fractures the proximal frag- 
ment is formed only by the neck and the head, while 
in pertrochanteric fractures a part of the trochan- 
teric mass, usually a part of the great trochanter, 
remains connected with the neck. Rubeli’s sug- 
gestion that all fractures passing through the 
trochanteric mass in more than one plane be placed 
in one group called “‘endotrochanteric fractures of 
the neck of the femur” is not to be recommended 
because in most cases of comminuted fractures it is 
possible to determine whether the fracture is inter- 
trochanteric or pertrochanteric. 

Fattin’s article regarding the treatment of 
fractures of the neck of the femur is summarized 
as follows: 

1. For practical purposes, fractures of the neck 
of the femur may be divided into medial or true 
fractures and lateral or cervicotrochanteric fractures. 
These differ from each other in anatomical, thera- 
peutic, and prognostic respects. To the medial 
fractures of the neck of the femur belong all sub- 
capital and transcervical fractures, and to the 
lateral fractures belong all fractures within the 
intertrochanteric line or peripheral to it. 

2. Medial fractures favor the formation of 
pseudarthroses, while lateral fractures have the 
same tendency to unite as do fractures in general, 
but unite more slowly the more proximally they are 
situated. If properly treated, medial fractures may 
also unite or at least heal so firmly that they may 
be considered united, but the process of healing 
requires about a year. 

3. The essential causes of non-union in medial 
fractures are probably to be found in insufficient 
apposition and retention of the fragments rather 
than in poor circulatory conditions. Theoretically 
there is nothing to prevent the union of a medial 
fracture of the neck of the femur since the head of 
the femur is nourished through the ligamentum 
teres and not infrequently through the unruptured 
vessels of the synovial capsule. 

4. In the treatment of the various forms of frac- 
tures of the neck of the femur the general rules for 
fracture therapy should be applied, viz., attention 
to the patient’s general condition, reduction of the 
fracture, the establishment of exact apposition and 
retention of the fragments, and restoration of func- 
tion by early movement which will prevent atrophy 
of the muscles and stiffness of the joints. 

5. It should be borne in mind that failure to 
restore function in a case of fracture of the femoral 
neck in a young or middle-aged person means life- 
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long disability and in the cases of old persons is 
dangerous because of the confinement to bed. 

6. In the cases of old persons with impacted 
medial fractures without much dislocation reduction 
may sometimes be omitted. All other forms of 
fractures should be reduced and when this is done 
the adduction and outward rotation, which are the 
deformities interfering most with function, should 
be corrected. 

7. So-called ambulatory treatment without any 
attempt to establish union in good apposition should 
be limited to the exceptional cases of old persons 
whose general condition demands that they be al- 
lowed out of bed early and in whom a poor functional 
result is of relatively minor importance. 

8. Good results can be obtained by the traction 
method in all forms of fractures of the neck of the 
femur, but in the medial fractures only if Barden- 
heuer’s and Ruth’s points of view are taken into 
consideration. Union cannot be obtained in 
medial fractures and deformity cannot be cor- 
rected in lateral fractures merely by longitudinal 
traction with a weight of a few kilos. 

9. A good method of treatment is that advanced 
by Whitman, in which the leg is fixed with a plaster- 
of-Paris bandage in maximum abduction and slight 
inward rotation. Whitman has shown that exact 
reduction, apposition, and retention can be ob- 
tained by this posture. The method is suitable espe- 
cially for medial fractures in young and thin per- 
sons. The drawbacks of the treatment are its long 
duration and the difficulty experienced by the 
patient in moving about on account of the strong 
abduction and the weight of the bandage. 

10. The application of splints or bandages is 
justifiable as a primary method of treatment only 
in exceptional cases (in impacted fractures and on 
vital indications) but may be of great value in the 
after-treatment as it allows the patient to get on 
his feet earlier. 

11. The method of resecting the head in sub- 
capital fractures of the neck of the femur unneces- 
sarily sacrifices the head which can be used in the 
reconstruction of the skeleton. For fresh fractures, 
especially those occurring in young persons, this 
method is to be rejected. It is justified only in cases 
of pseudarthrosis in which the fragments are so 
changed that an attempt to establish union is not 
likely to succeed or the patient’s general condition 
will permit only the very slightest interference. It 
is better to attempt to produce an ankylosis than 
mobility because in mobility the femur slips easily 
out of the acetabulum. The modifications of the 
resection which are intended to produce an anky- 
losis complicate the operation but may be necessary 
to prevent the femur from slipping out of the 
acetabulum, especially in cases of atrophy of the 
neck. 

12. Bone suturing with wire in medial fractures 
of the neck of the femur is a difficult procedure with 
an uncertain result. In lateral fractures it is un- 
necessary. 
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13. Spiking without arthrotomy is a simple 
procedure but not without danger and, on account 
of the difficulty in giving the spike the correct 
direction and on account of the usually poor fixa- 
tion power of the spike, its results are uncertain. 
However, it may be used in medial fractures of the 
neck but preferably in combination with other 
methods. The operation should be performed after 
reduction in abduction and inward rotation. In 
lateral fractures, spiking is probably indicated only 
rarely. Arthrotomy in connection with spiking is 
attended with disadvantages which offset its ad- 
vantages and therefore should not be undertaken. 

14. The fragments in fractures of the neck of 
the femur are better joined by metal screws than 
by spikes. 

15. Pegging with bone should be done only in 
pseudarthroses and then only if the pseudarthrosis 
causes severe pain and the patient’s general condi- 
tion and age and the condition of the fragments 
warrant a favorable prognosis with regard to the 
outcome of the operation. The difficulties in placing 
the peg properly are greater if the operati » is done 
without arthrotomy. According to generai ‘rgical 
principles, it is better to do the pegging of ». udar- 
throses with arthrotomy in order to be av.e to 
freshen and approximate the fragments and to give 
the peg the right direction. The peg should be 
made preferably of autogenous bone; probably the 
best peg is formed from a piece of the fibula without 
its periosteum. 

16. Many patients with pseudarthrosis of the 
neck of the femur can get along very well with the 
aid of crutches or bandages. When this is the case, 
no operative interference of any kind should be 
undertaken. 

17. Among the more common operations for 
pseudarthrosis, the procedure advanced by Bracket 
is worthy of particular mention. 

LinpGREN lays down the following rules with 
regard to the treatment of fractures of the neck of 
the femur: 

1. Most fractures of the neck of the femur, and 
all medial fractures, should be treated at a hospital 
under proper supervision and repeated roentgen 
control. 

2. Treatment should be given early. 

3. All persons with recent fractures who are not 
decrepit or in poor condition because of illness should 
be treated by active non-operative methods. Medial 
fractures are best treated by reduction and fixation 
by means of a circular plaster-of-Paris spica with 
inward rotation and strong abduction (Whitman’s 
method). Lateral fractures should be treated by 
exact reduction and fixation by means of a plaster- 
of-Paris or extension bandage in the form of an 
adhesive plaster extension or spike extension. 

4. Reduction should be done in every case unless 
there is an impaction with little or no functionally 
important malalignment. In medial fractures exact 
apposition of the fragments is necessary, and the 
shortening must be reduced under roentgen control 
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to less than 1 cm. before the fracture can be left to 
unite in a retention bandage. 

5. Fixation should be continued for at least 
twelve weeks. 

6. The patient should then be kept in bed for 
another month or even longer. Only active move- 
ments should be permitted at first, but later, very 
careful passive movements and massage may be 
employed. 

7. As a rule the injured leg should not bear 
weight before the end of six months. 

8. Operation should be performed only on pseu- 
darthrosis attended with pain or great functional 
disturbance. 

9. Loose pseudarthroses in young persons should 
be operated upon as soon as possible. Pseudar- 
throsis in elderly persons should not be operated 
upon as a rule during the first year after the accident. 

10. In cases of pseudarthrosis in young persons 
and in similar cases in elderly persons in which there 
is nothing to prevent it, autoplastic grafting should 
be done. When, in the cases of elderly persons, this 
is impossible, the bifurcation method of Lorenz is 
indicated. 


Campbell, W. C., and Speed, J. S.: Fractures of 
the Shaft of the Femur. Surg., Gynec. & Obst, 
1924, XXXIX, 6042. 

The application of a plaster cast, when properly 
done, is the most reliable method of obtaining fixa- 
tion. The authors report a series of 153 fractures of 
the femur which were treated by this method. The 
technique is as follows: 

The patient is placed on an orthopedic table and 
fully anesthetized. The unaffected limb is fixed to 
a foot-piece under moderate traction and the in- 
jured thigh is flexed to about 45 degrees and slightly 
abducted. The fragments are then angulated under 
traction until the ends lock together, the limb 
then being cautiously straightened until the desired 
alignment is obtained. If the fragments slip by one 
another, the manceuvre is repeated. After the result 
has been checked by X-ray examination a cast is 
applied which extends from the upper part of the 
chest to the toes on the affected side and to the knee 
on the uninjured limb. 

The cast is left on for two weeks in the cases of 
children and for three weeks in the cases of adults. 
On its removal the bony alignment is checked again 
by means of the X-ray, the joints are gently manip- 
ulated, and a second spica is applied. If the frac- 
ture line is short and angular, some overriding may 
have taken place, but this is of less importance than 
the anteroposterior alignment. If the latter is good, 
a compensatory tilting of the pelvis will overcome 
a slight shortening. Joint mobilization is of con- 
siderable importance, especially in elderly patients, 
but should not be overdone at the risk of disturbing 
the fracture. 

In cases of closed fractures, reduction is attempted 
as soon as possible unless there is marked swelling. 
No difficulty has been experienced in overcoming 


muscular contraction when a general anesthetic is 
used. This treatment is not applicable to fractures 
at or above the trochanters, to epiphyseal separa 
tions, or to compound fractures. The cast method is 
especially advisable for children. Perfect or good 
results were obtained in 098 per cent of fifty-seven 
fractures in children and in 95 per cent of fifty-four 
fractures in adults. 

With regard to the treatment of compound frac- 
tures the authors caution against extensive débride- 
ment in the average case. Seventy-five per cent of 
all of their compound fractures and 50 per cent of 
their femoral fractures healed without infection. 
However, when there is extensive tissue injury, dé- 
bridement is definitely indicated. In compound 
fractures of the femur the wound is cleaned and the 
limb placed in a Thomas splint. If infection has not 
appeared by the tenth day a plaster spica is applied. 
In no case has infection flared up after this pro- 
cedure. 

Open operation has been attempted only in cases 
of non-union or union in malposition. In all of the 
former autogenous bone grafts were used. Non- 
union is due chietly to malposition and is rare in 
children. In malunion, simple freshening of the bone 
ends is usually all that is necessary. The authors 
have adopted as a working rule that it is safe to 
attempt to overcome a shortening of 1!'% in., and 
that an hour and a half is the maximum time limit 
for any operative procedure on the femur. 

Cuester C. Guy, M.D. 


Ferry, G.: The Non-Operative Treatment of Bi- 
malleolar and Dupuytren Fractures: Forty- 
Two Observations (Contribution a l’étude du 
traitement non-sanglant des fractures bimalléo- 
laires et de Dupuytren d’aprés 42 observations). 
Rev. de chir., 1924, xliii, 375. 

In forty-two leg fractures, nine of the bimalleolar 
type and thirty-three of the Dupuytren type, blood- 
less reduction was obtained by direct manipulation 
and continued traction without anesthesia thirty- 
three times and under anesthesia nine times. Only 
two cases required anesthetization because of in- 
sufficiency of the primary correction. Outward, and 
especially backward, displacement of the foot was 
marked in twenty-five cases, less accentuated in 
nine, and absent or insignificant in the remaining 
eight. In the cases with displacement, the X-ray 
showed a posterior marginal fragment of the tibia 
in six and a small anterior marginal fragment in 
two. 

After reduction, immobilization in the Delbet 
apparatus was done immediately in twelve cases 
and on the second day in eleven. In the other cases 
immobilization was obtained first in a Boeckel 
gutter or, more often, in a posterior plaster gutter, 
the Delbet apparatus being applied only after sub- 
sidence of the swelling. Union occurred in the usual 
time. In two cases of infected compound fractures 
in which consolidation led to a vicious callus and 
serious foot deformity, astragalectomy was done. 
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Follow-up examination showed, as a late result, 
complete normal function in all cases except one. 
The author attributes the successful outcome to the 
perfect anatomical reduction, methodical care, early 
active mobilization and walking, and the co-opera- 
tion of the patient in early active movement of the 
toes and walking. 

In comminuted fractures it is difficult to retain 
reduction and to reconstruct the form and size of 
the tibiotarsal mortise. A displacement of one 
malleolus causes deviation of the tibio-astragaloid 
weight-bearing centers which changes the general 
status of the limb with increasing valgus foot de- 
formity and pain. A vicious callus of the instep 
comprises the limb function and may cause in- 
validism. 

Some surgeons, among them Juvara, advise 
operation as soon as possible after the accident in 
bimalleolar fractures, believing that this best as- 
sures perfect anatomical reduction, facilitates early 
walking, and prevents secondary anatomical devia- 
tion. Juvara and Leclerc emphasize the importance 
and sufficiency for good reduction of exact replace- 
ment of the internal malleolus by screw fixation. 
According to Juvara, the posterior marginal frag- 
ment of the tibia is usually part of the internal 
malleolus and is replaced when the internal malleolus 
is fastened. Both malleoli, if greatly separated, are 
fixed. 

Duval, Basset, and Championniére consider as 
essential and usually sufficient for reconstruction 
and correction of the outward and backward foot 
displacement the very exact re-attachment of the 
external malleolus of the tibia by means of a screw. 
They believe that a posterior marginal fragment of 
the tibia is more often attached to the external than 
the internal malleolus. The external malleolus is 
the most difficult and important to replace exactly. 
One or both malleoli may be operated upon. Lam- 
botte screws the fragments together. 

Ferry and Savariaud believe that perfect ana- 
tomical and functional recovery may be obtained 
by non-operative methods in most bimalleolar and 
Dupuytren fractures, even those with a posterior 
marginal fragment of the tibia. The foot must be 
replaced forward and inward. The pronounced ad- 
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duction of the foot should be made at the subas- 
tragaloid, not the midtarsal, joint. This can usually 
be done under general, or preferably, spinal, anes- 
thesia. A perfect result is best assured by reduction 
under the fluoroscope. At least, an anteroposterior 
and lateral X-ray examination should be made im- 
mediately after the reduction to determine whether 
it is maintained under the plaster apparatus. When 
a fracture is reduced without the fluoroscope, sub- 
sequent X-ray pictures may show an incorrect posi- 
tion of the fragments even when the position of the 
foot appears clinically to be satisfactory. 

The best apparatus is a posterior plaster gutter 
applied as soon after the accident as possible with 
the foot in the extreme varus position of maximum 
or even forced hyperadduction. If, in the author’s 
cases, the X-ray shows a tendency toward displace- 
ment of the fragments the gutter is renewed on the 
fourth or fifth day after the swelling has subsided. 
The plaster gutter is left in place for from ten to 
twenty days, according to the severity of the pri- 
mary foot deviation. In cases of bimalleolar fracture 
it generally maintains perfect coaptation, even when 
there is a posterior fragment. 

Muscular atrophy is prevented by active, gentle, 
and complete flexion and extension of the toes from 
the beginning. After from ten to twenty days it is 
best to replace the plaster gutter by a Delbet am- 
bulatory apparatus which maintains only a moder- 
ate varus but permits early walking and prevents 
stifiness and muscle atrophy without jeopardizing 
the anatomical reduction. In cases of bimalleolar 
fractures without displacement the Delbet ambula- 
tory splint may be used at once. The author has 
treated twenty-three cases successfully in this way. 

Open operation, although certain to give perfect 
anatomical reduction and allow early walking, should 
be limited to the relatively rare cases in which re- 
duction with the fluoroscope under general or spinal 
anesthesia or subsequent retention is shown by the 
X-ray to be insufficient. Such cases seem to depend 
on the presence of a posterior marginal fragment of 
the tibia adherent to one or the other of the malleoli 
(more often, the external malleolus). The posterior 
marginal fragment of the tibia, although small, is 
best fixed with a screw. Watrer C. Burkert, M.D. 
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BLOOD VESSELS 


Mason, E. C.: Blood Coagulation; the Production 
and Prevention of Experimental Thrombosis 
and Pulmonary Embolism. Surg., Gynec. & 
Obst., 1924, XXxix, 421. 


A thrombus may be broadly defined as a solid 
mass or plug formed in the living heart or vessels 
from constituents of the blood. An embolism is the 
impaction in some part of the vascular system of 
undissolved material brought there by the blood 
current. An embolus may be solid, liquid, or gase- 
ous, infected or non-infected. 

Thrombosis and embolism are important causes 
of death especially in surgical cases; many so-called 
postoperative pneumonias are embolic processes. 

The principles of thrombus formation are the 
same as those of normal blood coagulation. The 
three factors necessary for normal blood coagulation 
either within or outside of the blood vessels are 
tissue extract, calcium, and fibrinogen. The most 
important of these in producing intravascular clot- 
ting is tissue extract. In the experiments per- 
formed by the author, lung extract was used be- 
cause of its stability and potency and the anti- 
coagulant employed was a substance of hepatic 
origin known as ‘‘heparphosphatid.”’ When the 
heparphosphatid was titrated against the most 
active tissue extract it was found to neutralize the 
coagulant action of such an extract. This anti- 
coagulant offered protection in experimental throm- 
bosis and embolism produced in rabbits and dogs. 
If clinical thrombosis and embolism are comparable 
to experimental thrombosis and embolism, the anti- 
coagulant offering such effectual protection in one 
should be of value also in the other. 

The author suggests that the preparation be put 
up in 2-c.cm. ampoules to be used clinically in cases 
treated by blood transfusion and others in which an 
anticoagulant isindicated. Cyrm J. Graspet, M.D. 


Holzmann, M.: Thrombosis and Embolism at the 
University Gynecological Clinic of Zurich in 
the Last Twenty Years (Thrombose und Embolie 
an der Universitaets-Frauenklinik in Zuerich im Ver- 
lauf der letzten 20 Jahre). Schweiz. med Wchnschr., 
1924, liv, 569. 

The cases reviewed include 34,041 labor cases, 
2,000 abortions, and 13,457 gynecological cases. In 
the gynecological cases the abdominal operations 
for myoma showed the greatest frequency of throm- 
bosis and embolism; pulmonary thrombosis occurred 
in 3.1 per cent and fatal pulmonary embolism in 
1.25 per cent. 

The cause of the formation of thromboses is still 
unknown. Its occurrence is favored by slowing of 


the blood stream, injury of the vascular wall, 
changes in the blood, hemorrhages, and infectious 
processes. In the obstetrical cases 41 per cent of the 
femoral thromboses occurred in labors that were 
surgical. A relationship between infection and 
thrombosis is recognizable also in gynecological 
conditions. That the age of the patient is of impor- 
tance is indicated by the greater frequency of throm- 
bosis in older women than in younger women. 

In regard to the localization of the thrombosis, 
the author’s findings confirm the well-known fact 
that the left lower extremity is affected more often 
than the right because of the unfavorable conditions 
of outflow in the former. Most of the pulmonary 
embolisms have their origin in the femoral, hypo- 
gastric, and iliac veins. In the cases reviewed most of 
the pulmonary emboli which had advanced beyond 
the bifurcation of the pulmonary artery were dis- 
— at autopsy in the lower lobe of the right 
ung. 

In thrombosis the general symptoms and the local 
findings must be differentiated. The latter depend 
upon the severity of the circulatory disturbance and 
usually appear as inflammatory phenomena. In 
some cases they may be absent. In puerperal 
femoral thrombosis they occur most frequently on 
the eighth day, and in thrombosis of the great 
saphenous vein and the veins of the leg, up to the 
third or fourth day. In femoral thrombosis the 
average duration of the symptoms is thirty-six or 
thirty-seven days; in thrombosis of the great saph- 
enous vein, seventeen days; and in thrombosis of 
the veins of the leg, twelve days. 

The general symptoms include an increase in the 
temperature and acceleration of the pulse. The 
Mahler sign is only rarely present, and the Michaelis 
sign is of no significance. Gastric symptoms, me- 
teorism, and dysuria, are inconstant. 

The signs of embolism depend upon the size and 
location of the embolus. They range from choking 
and signs of cardiac insufficiency to a sensation of 
oppression and a stitch in the side. With the devel- 
opment of a hemorrhagic infarct, blood appears in 
the sputum. 

With regard to the time of the occurrence of 
pulmonary embolism, the author found that the 
cases were distributed fairly uniformly over the 
first four weeks. After operations, it occurred most 
frequently in the first two weeks and the beginning 
of the third week. Previous thromboses occurred in 
only 11.3 per cent of the cases of pulmonary em- 
bolism. The pulse and temperature showed nothing 
typical. In more than one-third of the cases there 
were several embolic attacks. Usually these occurred 
in the first five days. In about one-fourth of the cases 
ending fatally small emboli were demonstrated 
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previously. It was possible to determine the exciting 
cause in only about one-half of the fatal cases of 
embolism. 

The diagnosis of femoral thrombosis as well as of 
pulmonary embolism is based upon the well-known 
symptoms. Plumonary embolism must be differ- 
entiated from sudden fatal occlusion of a coronary 
artery, cerebral hemorrhage, and status lymphat- 
icus. When dyspnoea is present it must be differ- 
entiated from acutely developing pleuropulmonary 
inflammatory processes. In certain cases, nervous 
disturbances, hysteria, eclampsia, and diabetic or 
uremic asthma must be considered, and, in the 
absence of severe signs, neuralgia and pleurisy must 
be excluded. 

In the prognosis of thrombosis the possibility of a 
suppuration or a secondary embolism must be taken 
into consideration. Whereas the first of these com- 
plications is most apt to occur in thrombosis of the 
pelvic veins after labor and is rare in thrombosis of 
the femoral vein, the second occurs in all forms of 
thrombosis. The author reports a mortality of 6 
per cent from embolism after thrombosis of the 
femoral vein and three cases of massive glial gan- 
grene, in two of which there was simultaneous occlu- 
sion of the femoral artery. 

The treatment is prophylactic. All impediments 
to the circulation must be eliminated. As a specific 
measure the author mentions the gymnastics recom- 
mended by Walthard for the puerperal period which 
are carried out at the Zurich Clinic under the super- 
vision of a Swedish gymnast. Since the use of this 
treatment there has been only one fatal pulmonary 
embolism in 20,000 births, in contrast to six among 
28,300 births in which conservative treatment was 
given during the puerperium. The treatment of 
manifest thrombosis and embolism is that generally 
practiced. ScHULTHEIss (G). 


Dunn, J. S.: Bone-Marrow Embolism of the Lungs 
in a Rabbit. J. Path. & Bacteriol., 1924, xxvii, 
425. 

The author reports an unusual case of bone-mar- 
row embolism occurring during experimental obser- 
vation for another condition. The animal, a rabbit 
weighing 2% kilos, had been under observation for 
twelve days previous to the experiment. The red 
blood cells numbered 514 million per cubic centi- 
meter and the white cells 8,000. The hemoglobin 
was 75 per cent. The temperature was normal and 
the urine negative. For experimental purposes 3 
c.cm. of tenth-normal sodium sulphate were admin- 
istered intravenously twice daily for a period of 
time. The only result was a slight rise in the tem- 
perature and a trace of albumin in the urine. 

The rabbit was found dead on the fifth day, with 
slightly blood-stained fluid issuing from its nostrils. 
At necropsy a well-marked oedema of the lungs dis- 
tributed in large, irregular, semiconfluent patches 
was found. The other thoracic and abdominal 
organs were normal. The examination revealed also 
a fracture of the lumbar spine with only slight bleed- 
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ing around it, and two other spinal fractures with no 
evidence of hem’ ‘rhage. The histologicai examina- 
tion of the kidneys was negative. In the pulmonary 
arterioles were several emboli of bone-marrow, the 
largest of which was 0.2 mm. in its narrowest 
diameter. Wim J. Pickett, M.D. 


Lundblad, O.: Three Cases of Embolus, Two at 
the Bifurcation of the Aorta and One in the 
Common Iliac Artery; Operation. Acta chirurg. 
Scand., 1924, lvii, 375. 

In the cases reported, direct embolectomy was 
performed on the bifurcation of the aorta and on: 
the common iliac artery following laparotomy. Two 
of the patients, both of whom were suffering from 
serious heart disease and the effects of pneumonia, 
succumbed to the operation. The third, who was also 
suffering from heart disease, was completely relieved. 

The author refers to Key’s comprehensive in- 
vestigation of the subject. He recommends par- 
ticularly the method used by Keys and others which 
consists in crushing the embolus at its site by means 
of an instrument introduced through an incision in 
the femoral artery. 


Olivecrona, H.: A Second Successful Embolectomy 
in the Same Patient. Acta chirurg. Scand., 1924, 
lvii, 411. 

The patient whose case is reported was operated 
upon fourteen months previously for embolism of 
the left femoral artery. The operation resulted in 
complete restoration of the circulation. Evidence 
of embolism of the right femoral artery with in- 
complete occlusion appeared two days previous to 
her second admission to the hospital. One hour 
before her admission, signs of complete occlusion 
of the artery were noted. 

At operation one hour later, an embolus 1 cm. 
long was found and removed from the femoral 
artery where the deep femoral artery branches from 
the main trunk. There was complete restoration 
of the circulation. Six months after the operation 
there was no sign of any local disturbance of the cir- 
culation of the leg. 


Van der Hoeven, L.: A Case of Traumatic Throm- 
bosis of the Superior Vena Cava with a Favor- 
able Course (Ein Fall von traumatischer Throm- 
bose der Vena cava superior mit guenstigem Ver- 
lauf). Nederl. Tijdschr. v. Geneesk., 1924, Ixviii, 
2206. 


It is generally believed that a dissecting aneurism 
may be caused by an injury to the thoracic wall. In 
general, veins can withstand a very great and sud- 
den pressure better than arteries. There have been 
many cases of thrombosis of the inferior vena cava, 
but the author has been unable to find in the litera- 
ture any mention of thrombosis of the superior vena 
cava. In this article he reports a case of the latter 
type in detail. 

His patient was an army officer, 61 years old, who 
suffered severe contusions of the head and chest 
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wall and was rendered unconscious for some time in 
a fall from a horse. After regaining consciousness he 
became dyspnoeic and complained of pain in the 
back and chest. On the second day after the accident 
his face became blue and swollen, his neck thick- 
ened, and he noticed an increase in the circumfer- 
ence of his arms. A diagnosis of traumatic aneurism 
was made at first, although no very definite indica- 
tions for it could be found. Syphilis was excluded 
by means of the usual tests. 

It finally became apparent that the condition was 
traumatic thrombosis of the superior vena cava or of 
both innominate veins. The development of the 
thrombosis was favored by the coma after the fall 
and by the cardiac weakness, lowering of the blood 
pressure, and slowing of the blood stream associated 
with the collapse. 

The roentgenogram, which excluded aneurism, 
showed a wide uniform band in the mediastinum. 
Cyanosis, oedema, and collateral circulation indi- 
cated compression. 

In another case of thrombosis of the superior vena 
cava the author found at autopsy an organized 
thrombus in both innominate veins and in the su- 
perior vena cava which reached to the heart. 

In the first case the cyanosis gradually and com- 
pletely disappeared when a collateral circulation be- 
came established. The collateral circulation was 
visible on the abdomen. From this it is evident that 
the azygos vein assumed the function of the superior 
vena Cava. 

In the differential diagnosis the most important 
condition to be excluded is syphilis. This can be 
ruled out by the usual tests. As causes of thrombo- 
sis, mediastinitis and tuberculosis must be given 
consideration. In the case reported in this article 
both of these could be excluded. 

In another case the mediastinitis had its origin in 
a carcinoma which perforated a bronchus. In a 
fourth case a perforating bronchial carcinoma formed 
a thrombus in the superior vena cava. 

The roentgenogram is very important. In Van der 
Hoeven’s case the broad mediastinal shadow was 
probably cast by the aorta and the thrombosed vena 
cava. 


Even in doubtful cases an attempt should he made 
to remove the thrombus by exposing the anterior 
mediastinum. Kocii 


BLOOD; TRANSFUSION 


Stetson, R. E.: The Therapeutic Value of Blood 
Transfusion: with a Report of Sixty-Eight 
Cases of Sepsis. Am. J. M. Sc., 1924, clxviii, 534, 


Whole blood is preferable to citrated blood be- 
cause of the frequency of unpleasant and even seri- 
ous reactions following the administration of the 
modified blood. The syringe-cannula method js 
simple, safe, and reliable. It is the quickest and 
most flexible method and injures blood as little as 
any procedure. 

Transfusion is indicated in hemorrhage, primary 
and secondary anemia, acute and chronic sepsis, 
toxemia from infection, jaundice, poisoning, and 
shock. In acute lymphatic leukemia it is powerless 
to stay the course of the disease. 

In hemorrhage, particularly that from obstetrical 
or gynecological causes, transfusion is uniformly 
and strikingly successful. Every expectant mother 
should have her blood typed in order that no time 
may be lost if an emergency arises. Anamias of 
pregnancy and the puerperium respond well to 
transfusion. In pernicious anemia no other thera- 
peutic measure has the efficacy of the transfusion of 
unmodified blood. Transfusion should be done 
whenever the hemoglobin reaches 35 to 40 per cent, 
or whenever distressing symptoms arise. 

In chronic sepsis, transfusion causes prompt im- 
provement in the general condition and in the 
appearance of the local process. In acute sepsis, it 
has a twofold action, building up the general resist- 
ance and exerting a bactericidal power. The use of 
immunized donors has not proved very beneficial. 

The author reports sixty-eight cases of sepsis 
which were treated by blood transfusion with grati- 
fying results. In many cases of sepsis life could be 
saved if transfusion was begun early and repeated 
every forty-eight hours until blood cultures were 
sterile and the clinical condition was improved. 

Leo M. ZimMerRMAN, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


New, G. B., and Figi, F. A.: The Use of Full-Thick- 
ness Skin Grafts. Minnesota Med., 1924, vii, 714. 


New and Figi report having used full-thickness 
grafts around the face and neck whenever there was 
sufiicient supporting tissue to allow firm pressure 
after the operation. Such grafts were employed in 
filling in the defect after the excision of scars; follow- 
ing the excision of an inactive basal-cell epithelioma 
if plastic closure was not possible; in the correction 
of ectropion of the lips; in grafting the distal end of 
a pedicled flap when a double epithelized flap was 
essential, as in the reconstruction of the nose, cheek, 
or lower lip; to replace large, pigmented, hairy 
moles on the face; and, with the use of a rubber tube, 
to line scarred nostrils. Usually they have been 
applied to clean wounds, but when they have been 
used in the correction of ectropion of the lower lip, 
slight secondary infection has sometimes occurred 
because of their location. 

The area to be grafted must be freed from fat as 
much as possible. On the neck, muscle or similar 
tissue should form the bed for the graft. In order 
to make the area to be grafted as dry as possible, 
the vessels are pinched off with forceps and the 
oozing controlled with hot sponges. Very little cat- 
gut is used, as it tends to prevent the accurate ap- 
proximation of the graft to the underlying tissues. 
The margin around the area to be grafted is under- 
mined so that it may be approximated accurately 
to the margin of the graft. 

Small grafts for the face are best obtained from 
the posterior cervical region as the color of the 
skin there is more like that of the face than the color 
of skin from other parts of the body. A pattern of 
the area to be grafted may be made with rubber 
tissue, or the area may be measured. Grafts as 
large as 7.5 cm. in diameter have been used, but 
because of the difficulty of maintaining even pressure 
over the entire area, it is not advisable to employ 
larger grafts. It is better to apply several small 
grafts at different times than to attempt to apply 
one large one, especially on the neck. The graft is 
sutured in place accurately with dermal sutures, 
and is not perforated. Several layers of gauze, 
about 1.5 em. in thickness, just a little larger than 
the graft, are applied, and firm pressure is made by 
means of adhesive plaster, the graft being thus 
splinted in its new position. 

Full-thickness grafts, in suitable locations, have 
certain definite advantages over pedicled flaps. 
Asa rule, the patient is in the hospital for about ten 
days or two weeks, whereas if a pedicled flap is 
used, the hospitalization period is usually from six 


weeks to two months long. The full-thickness 
graft therefore saves the patient much time and 
expense and its use is associated with less chance 
of infection as the operation is done in one stage. 
The tissue of the full-thickness graft lies flat and is 
under tension in its new position, whereas in the 
pedicled flaps the tissue is usually thickened like 
a pillow. When used in locations in which they are 
indicated, full-thickness grafts have certain advan- 
tages over Thiersch grafts. They give much more 
body to the pedicled flaps than the Thiersch grafts, 
preventing them from drawing up on themselves. 
About the face the cosmetic result is much better, 
the color and the thickness of the skin being more 
like that of the surrounding tissue. In some cases 
there is slight pigmentation for the first few months, 
but in most cases the color is so nearly normal that 
ultimately it is difficult to distinguish the graft 
from the surrounding tissue. 


O’ Keefe, C. D.: The Cause and Prevention of Post- 
operative Gas Pains. Am. J. Obst. & Gynec., 1924, 
viii, 748. 

A study of the cause and prevention of gas 
pains was begun by the author in 1919 and con- 
tinued through the following three years. The 
routine used at the beginning of this study was as 
follows: 

Castor oil was given at 4 p. m. the day before 
operation and a soap-suds enema on the morning of 
the operation. Breakfast was omitted on the day of 
the operation, but a light lunch and dinner were 
allowed on the preceding day. The pre-operative 
sedative was morphine and atropine. In cases of 
abdominal operations, Murphy drip proctoclysis with 
300 c. cm. each of glucose 3 per cent and soda 
bicarbonate 2 per cent was given every four hours 
during the first day after the operation and every 
eight hours on the second day. Liquids were given 
by mouth only after the nausea had ceased. This 
usually meant quite a delay as persistent nausea 
and vomiting often necessitated continuation of 
the proctoclysis beyond the forty-eight-hour period. 

Under this routine, gas pains were prevalent and 
their treatment was almost a daily problem. As 
all of the operations were done by a staff of surgeons 
using as nearly as possible the same technique, the 
frequency of gas pains led the author to conclude 
that there was something radically wrong in the 
pre-operative or postoperative care of the cases. 

The first step in the attempt to eliminate gas 
pains was the discontinuance of the use of castor oil 
in the pre-operative preparation and the substitution 
for it of a soap-suds enema. Later, postoperative 
rectal injections were discontinued. Subsequently 
one series of patients were given saline solution by 
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Murphy drip proctoclysis; others, saline solution as 
a single retained enema; and others, glucose and 
soda bicarbonate as a retained enema, immediately 
after the operation and twelve and twenty-four 
hours later. 

From a study of the cases tabulated it is apparent 
that the pre-operative, operative, and postoperative 
care are all-important in the end-results. Gas pains 
occurred in 62.5 per cent of the cases in which castor 
oil was given before the operation and in 33.3 per 
cent of those in which it was omitted. 

During the operation trauma is the important 
factor to be considered. Long operations are very 
apt to be followed by a stormy postoperative course. 
When the patient returns to her room, stimulation 
of the gastro-intestinal tract, nourishment, and rest 
are necessary. Stimulation may be obtained me- 
chanically or by the use of drugs. Mechanical stim- 
ulation is best obtained by the introduction into the 
intestinal tract of small amounts of saline solution. 
Water should be given by mouth as soon as possible 
—much earlier than usual. In the author’s cases the 
best results were obtained when saline solution was 
given immediately after the operation and again 
after twelve and twenty-four hours. Gas pains 
occurred in only 9.6 per cent of the cases so treated. 

In summarizing, the author offers the following 
conclusions: 

1. A regular diet may be given up to within twelve 
hours of the operation. 

2. Purgation is not only unnecessary but even 
harmful. 

3. A frequent cause of postoperative gas pains is 
avoidable trauma to the abdominal contents. 

4. The effect of the ether may be alleviated by 
the pre-operative use of morphine and hyoscin 
hydrobromide and postanesthetic gastric lavage. 

5. Peristaltic action should be stimulated imme- 
diately after operation. The method of choice is 
the intermittent injection of saline solution or water. 
The use of drugs is to be discouraged. 

6. Postoperative rectal feeding predisposes to 
gas pains. 

7. The disadvantages of the Murphy drip 
proctoclysis outweigh its advantages. 

8. Morphine should not be denied when the 
patient’s comfort demands it. 

9. Pain, restlessness, sleeplessness, and fear play 
an important part in the stasis of the gastro-intesti- 
nal tract. Epwarp L. Cornet, M.D. 


Stoddard, J. L.: The Avoidance of Intravenous 
Glucose Reactions. Boston M.& S.J., 1924, exci, 
1121. 


Undesirable reactions following the intravenous 
injection of glucose solutions are not unusual. 
Williams and Swett found that glucose rapidly 
becomes acid in the autoclave or when it is allowed 
to stand for several hours at room temperature. 

Whatever the explanation of the toxicity of un- 
buffered glucose from an acid base, Stoddard be- 
lieves the buffering of glucose with phosphate is 


an empirical discovery of practical importance. 
In the course of the last eight months at the Massa- 
chusetts General Hospital intravenous injections 
of glucose have been given freely without a single 
reaction. The method of preparing the solution 
employed is described in detail. 

C. Rositsuek, M.D, 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Lehmann, W.: The Importance of Testing the 
Virulence of Bacteria in the Blood in the 
Prognosis of Septic Infections (Die Beclcutung 
der Virulenzbestimmung von Blutkeimen fuer die 
Prognose septischer Erkrankungen).  AJin. Wehn- 
schr., 1924, iii, 1806. 

The Ruge-Philipps virulence test with the pa- 
tient’s own blood was tried out in 100 cases of septic 
infections, ninety-eight of which were puerperal 
infections following abortion. 

The Philipps method was modified in that a 1.5 
c. cm. portion of non-defibrinated blood was mixed 
with 8 c.cm. of agar in a dish immediately after the 
withdrawal of the blood. The rest of the blood was 
then defibrinated and 1.5 c. cm. of this and 8 c. em. 
of agar were poured into another dish. Still other 
plates were prepared after one, two, three, six, 
twelve, and twenty-four hours. In addition, corre- 
sponding glucose agar cultures were made for the 
— of the anaerobic bacteria that cause puerperal 
ever. 

The anaerobic bacteria, streptococci, staphylo- 
cocci, and gas bacilli, were killed in all cases. The 
gas bacilli were killed after six hours at the latest 
and the anaerobic streptococci and staphylococci 
after about twelve hours. 

Of the aerobic bacteria, the streptococcus vagi- 
nalis, streptococcus viridans, paratyphus bacillus. 
and bacillus coli were little resistant. In five of 
six cases the staphylococci increased. ‘The strep- 
tococcus hemolyticus was not killed in any case. 
The pneumococci, in one case also the colon bacilli, 
were equally resistant. 

In all cases with aerobic bacteria the micro- 
organisms were tested also by Schottmueller’s viru- 
lence test against both the patient’s blood and other 
blood. The results were the same; no difference be- 
tween the effect of the patient’s blood and other 
blood was noted. Clinically, even those cases of 
abortion terminated favorably in which the viru- 
lence tests indicated an unfavorable prognosis. In 
eighteen cases the findings of the virulence tests 
and the outcome of the condition did not agree. 
Especially in thrombophlebitic sepsis and septic 
endocarditis the course was unfavorable, whether 
the bacteria were killed in the test or not. Therefore 
the prognosis cannot be determined from the tests 
alone; the location of the process is also of im- 
portance. 

The author denies that bacteria can multiply in 
the circulating blood (a true streptococcus sept 
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cemia). He believes that in cases in which this is 
suggested the bacteria are added to the blood con- 
tinuously or intermittently. 

When the tests were repeated in the same type of 
cases the results were the same. Metamorphosis of 
the bacteria with a resulting change in the clinical 
course was never observed. SCHLOSSMANN (G). 


ANZSTHESIA 


Meeker, W. R., and Scholl, A. J.: Sacral Nerve 
Block Anesthesia. Ann. Surg., 1924, Ixxx, 739. 


This detailed and comprehensive article covers 
the entire field of sacral anesthesia from the anatomy 
of the sacrum to the statistical results of a con- 
siderable series of administrations. The anatomy 
and surface markings are illustrated by photographs 
and diagrams of a wide range of normal and variant 
sacrums. The explanation of the technique reveals 
the essential difference from spinal anesthesia, since 
the sacral dura is not penetrated. The anesthetic, 
a solution of novocain of varying strength combined 
with adrenalin, is injected around the nerves through 
either the sacral hiatus or the sacral foramina, or 
both, depending on the region to be anesthetized 
and the duration desired. 

The anesthetic was used therapeutically following 
the original intention of Cathelin, with varying 


success, for sciatica and pruritis and even for 
enuresis and incontinence. In childbirth its effect 
on the labor pains, and especially on the resistance 
of the perineum made delivery comparatively pain- 
less and decreased the incidence of perineal tears. 
Forceps were used successfully at all levels. 

The usefulness of the method in pelvic surgery, 
including operations on the prostate and bladder, 
rectum and anus, vagina, uterus, and perineum, is 
estimated on the basis of more than 1,6co cases 
in which the method was used. 

Partial failures are included with failures, whether 
they were due to faulty technique, inaccessibility of 
the nerves, unexpected enlargement of the field of 
operation, pain, or the psychic state of the patient. 
Five per cent of failures on this basis is a remarkably 
low figure. 

The advantages and disadvantages of sacral nerve 
block anesthesia are discussed and statistics are 
given for its comparison with other types of an- 
zsthesia. 

On the whole, the method has much to commend 
it, and the authors believe that it has only to be- 
come better known to be more extensively employed. 
It will be successful in hospitals large enough to 
enable one man to devote considerable time to it. 
It is not a method for the half skilled or casual 
administrator. 
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ROENTGENOLOGY 


Failla, G.: A Brief Analysis of Some Important 
Factors in the Biological Action of Radiation. 
Am. J. Roentgenol., 1924, xxi, 454. 


It is the purpose of this article to call attention 
to certain general considerations relative to the bio- 
logical action of radiation and its bearing on radia- 
tion therapy. Mention is made of many of the 
difficulties encountered in experimentation along 
this line and of common factors constantly to be 
observed before deductions are made. 

The first problem discussed is the determination 
of skin erythema doses for a radium applicator with 
the use of different filters. If the type of applicator 
and the amount of radium and its distribution and 
distance from the skin remain the same, the problem 
is to determine the quantitative relation between 
the filtration and time exposure, the biological 
effect, i. e., the skin erythema, remaining constant. 

The chief difficulty lies in determining what con- 
stitutes a ‘‘skin erythema.” No definition has been 
generally accepted. Another obstacle is individual 
idiosyncrasy or variations between different skin 
areas of the same subject. Experimentation along 
this line is necessarily laborious and_ time-con- 
suming. Thus if instead of a great variety of filters 
of different thicknesses, only such are used as 
represent the minimum and maximum thicknesses 
practicable with at least two intermediate values, a 
curve may be constructed from which the results 
of any other thicknesses of that filter within the 
limits used may be obtained. 

In order further to increase the value of the 
experiments and obtain a larger number of gen- 
eralizations it is better, to plan the work to 
cover the use of applicators of various sizes and 
shapes with different amounts of radium and with 
variations in the distance between the radium and 
the skin. The author gives suggestions as to how 
this may best be done. 

The second problem discussed is the factors 
which may influence the susceptibility ratio between 
different tissues. It is known that some types of 
living tissue are more easily affected by radiation 
than others, but there is no means of determining 
the absolute susceptibility of tissues. Even the 
relative susceptibility is unknown except in a 
qualitative way. The effect of radiation on living 
tissues depends upon: (1) a large number of bio- 
logical factors, (2) the quality of the radiation em- 
ployed, (3) the distribution of the radiation in the 
tissue, (4) the spacing of the irradiations with respect 
to time, (5) the intensity of the radiation, (6) the 
time of exposure, and (7) the quantity of the radia- 
tion absorbed. 


When two tissues are different, some of the biolog- 
ical factors are not the same and the effect of radia- 
tion upon them will not be the same. In general, 
therefore, there is a different susceptibility ratio for 
each pair of tissues considered and each biological 
action. This ratio may be influenced by some or all 
of the other factors mentioned. 

In discussing the influence of the quality of radia- 
tion, the author reviews the work of Russ, who 
sought to determine the relative susceptibility of 
skin and tumor tissues to “hard” and “soft” rays, 
Failla points out certain discrepancies and suggests 
how they might be obviated. He calls attention 
also to the value of experimentation on insects to 
obtain information along this line. Data thus ob- 
tained may indicate promising lines of attack for 
clinical application. The influence of the spacing 
of the irradiations with respect to time on the 
susceptibility ratio is discussed at some length, and 
here again mention is made of the value of animal 
experimentation to solve the problem. 

In conclusion the author states that the present 
technique is due almost entirely to chance or to 
practical considerations. Use is made of whatever 
amount of radium is available or the voltage and 
current that can be delivered by the machine em- 
ployed, the treatments being adjusted accordingly. 
Good results are obtained perhaps by mere acci- 
dental coincidence. Our knowledge of the biological 
effects of radiation and the laws governing them is 
so limited that a rational basis for treatment is 
lacking almost entirely. It is possible that by chance 
the most suitable conditions have already been 
found and that, accordingly, there will be no im- 
provement in the results. However, this cannot be 
taken for granted until a great many other possibil- 
ities have been tried fully. The work is still in its 
infancy, and it is not illogical to expect that better 
knowledge of the subject will bring greater success. 
The surest and quickest way to solve the general 
problem is through intelligent experimentation. 

Hartunc, M.D. 


Holfelder, H.: Roentgenotherapy of Malignant 
Tumors (Die Roentgenbehandlung der malignen 
Geschwuelste). Zischr. f. aerztl. Fortbild., 1924, 
294. 

At the present time the value of roentgenotherapy 
is often underestimated. This is due partly to the 
fact that its technical difficulties are very great and 
considerable scientific ability is necessary tv over- 
come them. The view that the X-rays can act in the 
sense of a therapia sterilisans magna has been gen- 
erally abandoned. Fearing the dangers of a general 
tumor sterilization by the X-rays, one group of 
roentgenologists endeavored to restrict the rays as 
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much as possible to the disease focus. This method 
was developed particularly by the Frankfort Clinic. 
It must be assumed that sometimes the X-rays only 
weaken the tumor cells and that in the battle against 
carcinoma the assistance of the body tissues is of 
great importance. 

According to the view of Opitz, Theilhaber, and 
others, the X-rays have a marked immunizing 
power. If this is correct, the important factor is, 
not the technique of the irradiation, but rather that 
irradiation is done. The technique of roentgenother- 
apy has been developed to such an extent that the 
danger of X-ray burns has been overcome. The 
theory that there may be an idiosyncrasy to the 
X-rays is incorrect. 

Undoubtedly, success in the battle against car- 
cinoma will never be obtained with the X-rays alone. 
Therefore every operable carcinoma should be op- 
erated upon as soon and as rapidly as possible. 
On the other hand, in cases in which operation offers 
only a slight chance of cure, roentgenotherapy is a 
remedy at least equally potent. At the Schmieden 
Clinic the results of roentgenotherapy have con- 
stantly improved during recent years. In the subse- 
quent study of the results only such cases were used 
as were definitely proved to be carcinoma by micro- 
scopic investigation. 

The author reports the results obtained by roent- 
genotherapy at the Perthes and Schmieden clinics. 

In carcinoma of the lip, the X-ray gave a cure in 
7o per cent of the cases and operation a cure in 80 
per cent. 

In carcinoma of the breast in the first stage opera- 
tion should be done as soon as possible. It is prefer- 
able to use roentgenotherapy also in the second stage 
(Steinthal). In contrast to the Perthes Clinic, pro- 
phylactic secondary irradiation is recommended at 
the Schmieden Clinic. Freedom from recurrence for 
three years was obtained in 66 per cent of the cases 
in the second stage. The results from operation in 
the third stage were poor but in cases treated by 
irradiation freedom from recurrence for a period of 
three years was obtained in 18 per cent. As yet, no 
definite principles can be advanced for the roentgen 
treatment of carcinoma of the breast. 

At the Schmieden Clinic carcinoma of the rectum 
is operated upon whenever it is operable and when- 
ever it can be rendered operable by roentgenother- 
apy. Not a single case of carcinoma of the rectum 
could be definitely cured by conservative measures. 
Three years of freedom from recurrence was ob- 
tained in 27.5 per cent of the cases with the com- 
bined procedure of preliminary irradiation, opera- 
tion, and secondary irradiation. 

In carcinoma of the tongue, three years of freedom 
from recurrence was obtained once with roentgen 
and radium therapy. Such cures were exceptional. 

Carcinoma of the larynx responds favorably to 
roentgenotherapy, but burns occur in this location 
very readily. 

Carcinoma of the cesophagus is inoperable. There- 
fore roentgenotherapy is indicated to prolong life. 


Carcinoma of the thyroid reacts extraordinari- 
ly well to irradiation. Surgical treatment should 
therefore be limited to biopsy. 

Carcinoma of the upper jaw also reacts very 
favorably to general roentgenotherapy. 

Altogether, a three-year clinical cure resulted in 
8.3 per cent of 145 inoperable cases of carcinoma. In 
almost half of the cases the patient was enabled to 
work for twelve months. 

In the remaining cases of malignant tumors the 
results of roentgenotherapy were considerably more 
favorable. Half of the cases of mediastinal tumors 
responded excellently. In sarcoma of the connective 
tissues the prognosis is made considerably more un- 
favorable by biopsy. In half of the cases of sarcoma 
the growth was made to disappear during a three- 
year period of observation. It therefore appears to 
be unjustifiable to propose a deforming operation in 
a case of sarcoma before making an attempt to 
obtain a cure with roentgenotherapy. It must be 
borne in mind that a recurrence of sarcoma may not 
appear until after three months. On the other hand, 
the operation will be too late to obtain a permanent 
cure when the sarcoma has already manifested itself 
clinically. 

The results of roentgenotherapy can never be 
prognosticated with certainty, whereas those of 
operation can be foretold approximately from the 
position and dissemination of the carcinoma. 

ALBERT (Z). 


Forssell, G: Experiences in the Permanency of 
Radiological Cure in Cancer. Am. J. Roent- 
genol., 1924, xii, 301. 

Forssell does his work at Radiumhemmet in 
Stockholm, Sweden. This hospital was founded in 
1910. It receives government support, and the 
government pays the traveling expenses of poor pa- 
tients to and from the hospital. The latter fact 
makes possible a well-organized department for the 
following-up of cases. As a background for his 
study, Forssell has had fourteen years of experience 
at Radiumhemmet, ample material, and govern- 
ment aid in securing examinations over long periods 
of time. 

Cancer of the skin, the lip, and the uterine cervix 
are discussed in detail. Radium was used in prac- 
tically all cases. 

With regard to cancers of the skin and lip it has 
been generally believed that the histological type, 
whether basal-celled or squamous-celled, is of im- 
portance in the prognosis. In Forssell’s experience, 
it is the clinical character, and not the histological 
structure, that determines the result. By “clinical 
character” is meant whether the growth is super- 
ficial, i.e., restricted to the skin and subcutaneous 
tissues, or infiltrating, i.e., invading the subjacent 
tissues and fixed. 

Of 102 cases of superficial cancer of the skin treated 
prior to 1915, eighty-eight (86.3 per cent) were cured. 
If nine patients who did not complete the treatment 
are excluded, the percentage of cures is increased to 


al, : 
or 
‘al 
all 
ho 
of 
sts 
on 
to 
b- 
or 
ng 
he 
nd 
al 
‘nt 
to 
rer 
nd 
m- 
ly. 
ci- 
cal 
is 
is 
ice 
en 
m- 
be 
its 
ter 
ral A 
int 
xi, 
ipy 
the 
ind 
rer- 
the 
en- 
oral 
of 


250 INTERNATIONAL ABSTRACT OF SURGERY 


95. Of 105 cases of infiltrating cancers treated, only 
51.4 per cent were cured, but if only operable cases 
are considered, the percentage of cures becomes 67.5. 
Of all the cases of cancer of the skin, a cure was 
obtained in 78 per cent. 

Of forty cases of superficial cancer of the lower lip 
treated prior to 1917, a permanent cure was ob- 
tained in thirty-six (90 per cent), but in only nine of 
twenty-six cases (34 per cent) of infiltrating tumors 
was there a permanent cure. If fourteen of these 
twenty-six cases which were inoperable in the begin- 
ning are excluded, the percentage becomes 75. The 
percentage in all cases is 68, and that for the fifty- 
two operable cases, 86. 

Recurrences of cancers of the skin and lip of the 
superficial type are cured in about the same propor- 
tion as primary tumors. This is not true of the in- 
filtrating tumors. Whereas 59 per cent of such pri- 
mary cancers of the skin and lip were cured, only 31 
per cent of recurrences of cutaneous growths and 
13 per cent of cancers of the lip have remained 
cured. In cases of the latter type, the percentage is 
kept low because of the early appearance of glandu- 
lar metastases. 

Between 1914 and 1921, 505 carcinoma of the 
uterine cervix were treated. In the first five years, 
from 88 to 97 per cent, and in the last three years, 
from 63 to 76 per cent were inoperable or borderline 
cases. 

Of the patients with operable and borderline 
carcinomata, 40.5 per cent have been symptom- 
free for five years. Of those with inoperable carci- 
nomata, 16.6 per cent have been symptom-free for 
five years. Of the remainder with inoperable growths 
who have not been permanently cured, from 20 to 
25 per cent have remained symptom-free for at 
least three years. 

Forssell draws the following conclusions: 

1. The ratio of cures falls with advancing age. 

2. Recurrences which follow radium-cured pri- 
mary cancers of the skin and lip and which fail to be 
cured by repeated radium treatment occur in less 
than 10 per cent of the cases. 

3. Next to the lesions enumerated, cancers of the 
thyroid yield the best results most constantly. 

4. The biological character of the tumor and its 
stage of development determine the final result to 
at least the same extent as the degree of its radio- 
sensibility. 

5. The final as well as the primary cure depends 
mainly on the technique used. 

6. Radiotherapy gives the normal mechanism of 
cure a chance to overcome the disease by weakening 
the tumor. 

7. In operable cases, radiotherapy can be con- 
sidered only when it yields a materially better result 
than surgery. In doubtful cases, the treatment must 
be based on the indications in each case. In in- 
operable cases, radiotherapy is indicated if previ- 
ous experience shows that a cure or material im- 
provement is probable. 

Cuartes H. Heacock, M.D. 


Pfahler, G. E., and Nassau, C. F.: A Case of Malig.- 
nant Degeneration in Radiodermatitis, Suc- 
cessfully Treated by Electrocoagulation and 
Skin-Grafting. Radiology, 1924, iii, 297. 

A scirrhous carcinoma of the breast amputated in 
1908 recurred within six weeks. The recurrence was 
treated by vigorous roentgen-ray irradiations over 
a period of one and one-half years. It then dis- 
appeared. In 1917 the patient sought treatment for 
extensive telangiectasis and leathery skin over the 
irradiated area, with localized areas of degeneration 
which were very painful. The process was con- 
sidered a fibrosis in the skin with necrosis from en- 
darteritis and malignant ulcers. Local applications 
of powders and ointments were without effect. 

An attempt was then made to destroy the disease 
locally by electrocoagulation. Areas thus treated 
healed slowly after separation of the slough, but 
many new lesions formed in the remainder of the 
involved tissue. Finally, in 1918, it was decided to 
destroy the entire telangiectatic area by clectro- 
coagulation. This was done under general anas- 
thesia. About three months after the separation of 
the hard, black crust which formed, the entire area 
became covered with healthy granulations. Skin 
grafting was then done. The area healed up and 
has remained healed to date (June, 1924). 

This case demonstrates the importance of thor- 
ough postoperative roentgen-ray treatment in car- 
cinoma of the breast, even when early metastases 
have formed, and shows also the importance of 
combining all useful agencies in the treatment of 
malignant disease. Hartunc, M.D. 


MISCELLANEOUS 


Rollier, A.: Heliotherapy in Tuberculosis, with 
Particular Reference to Its Surgical Forms (Die 
Heliotherapie der Tuberkulose, mit besonderer 
Beruecksichtigung ihrer chirurgischen  [ormen). 
Ed. 2. Berlin: Springer, 1924. 

This edition of Rollier’s work on heliotherapy in 
tuberculosis is much larger than the first and is en- 
riched by the experiences of the war and the post- 
war period. 

The distinct superiority 0° heliotherapeutic stations 
on the high mountains over those at other placesis due 
to the low humidity of the air in the mountains, the 
longer duration of the sunshine, and the absence ol 
wind in selected places. At the tops of the high 
mountains only from one-fourth to one-third of the 
incident rays are lost through absorption, while in 
the plains over one-half are lost. When the sun is at 
a low elevation and the atmosphere is damp, as In 
the city of Washington, only 14 per cent of the in- 
cident rays remain (Dorno). In winter the intensity 
of the light rays is increased not inconsiderably by 
the reflection from the ice and snow. e 

Of extreme importance is the proper and individ- 
ualized dosage in heliotherapy. Whereas, ‘or eX 
ample, in glandular and bone tuberculosis, compara- 
tively large quantities of sunlight are well borne, 11 
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tuberculous peritonitis heliotherapy must be applied 
very slowly or indirectly by the irradiation of a dis- 
tant and unaffected portion of the body. In certain 
pigmentary conditions its application requires great 
care in order to avoid burning, erythema, and vesicle 
formation. 

Surgical tuberculosis is a general systemic disease 
which requires systemic treatment. Therefore, in 
Leysin, practically all local surgical methods of 
treatment have been abandoned. An exception in 
this regard is tuberculosis of the kidney, in which 
surgical treatment is regularly instituted as soon as 
possible. However, even in the latter condition 
heliotherapy in the after-treatment is recommended 
as extremely beneficial. 

In all cases of surgical tuberculosis use is made 
of orthopedic aids to the widest possible extent, but 
the plaster-of-Paris bandage is proscribed as a total 
failure as it increases atrophy of the muscles, pre- 
vents the transpiration of the skin area covered, and 
prevents heliotherapy. Especially in kyphosis, 
Pott’s disease, tuberculosis of the extremities, and 
similar conditions proper posture is of great impor- 
tance. Numerous cases of tuberculous polyarthritis 
with purulent fistulae are cured by heliotherapy; 
joints whose mobility appears entirely destroyed 
resume their function. The functional cures are 
shown by the roentgen ray to be anatomical cures. 


There appears to be a definite antagonism between 
pulmonary tuberculosis and that of the skeletal 
system. It is only rarely that serious pulmonary 
conditions are found associated with severe surgical 
tuberculosis. The less serious pulmonary complica- 
tions do not interfere with heliotherapy of tubercu- 
losis of the skeletal system. On the contrary, they 
also show a striking improvement. 

A cure obtained by heliothe:apy requires a long 
time and therefore predicates great expense. To 
help the patient to pass the time and to decrease the 
cost the best procedure is employment prescribed 
and regulated, as in Leysin, by the physician. Con- 
trivances at the bedside permit profitable employ- 
ment (weaving, typewriting, the manufacture of 
toys, etc.) while healing is progressing. 

Covering the period of the report the following 
conditions in addition to tuberculosis were treated 
by heliotherapy: wound infections, varicose ulcers, 
luetic ulcers, burns, phlegmons, osteomyelitis, war 
injuries, and gynecological, dermatological, and 
hematological diseases. In articular and other 
tuberculous conditions the roentgen-ray was used 
as an adjunct and gave good results. However, in 
many cases the roentgen-ray is not sufficient in it- 
self, obviously because the entire tuberculous organ- 
ism cannot be treated with it as with sunlight. 

RucE (Z). 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Fisher, D., and Snell, M.: The Treatment of 
Shock with Glucose Infusions and Insulin. 
J. Am. M. Ass., 1924, Ixxxiii, 1906. 


In three cases. insulin given subcutaneously and 
glucose given intravenously caused much more rapid 
cessation of the typical clinical symptoms of sur- 
gical shock than any methods tried heretofore. 

The mechanism or physicochemical changes tak- 
ing place in the production of shock have been at- 
tributed to capillary distention, dilatation of the 
splanchnic vessels, fat embolism, and the absorption 
of toxins from traumatized tissues. The clinical 
pictures seem to be identical. The organs of the body 
especially involved are the thyroid, suprarenals, 
brain, liver, and muscles. These constitute, figura- 
tively speaking, the kinetic system, which contains 
potential energy delivered as the result of environ- 
mental stimuli. 

In shock, as in nearly all abnormal conditions, 
there is a state of perverted body metabolism, and 
the body cells cannot metabolize introduced car- 
bohydrate as quickly or as satisfactorily as under 
conditions of normal metabolism. Insulin oxidizes 
glucose; hence the introduction of insulin causes a 
rapid oxidation of the introduced glucose. supplying 
the energy so much needed in this condition. The 
combination of the two seems to be specific. 

The authors give from 500 to 1,000 c.cm. of a 
10 per cent sterile solution of glucose depending upon 
the severity of the condition to be treated. At least 
one hour is consumed from the beginning to the end 
of administration. The total amount of insulin 
to be administered is divided into two equal doses, 
one part being given five minutes after the begin- 
ning, and the remainder at the end, of the glucose 
administration. Morris H. Kann, M.D. 


Von Berencsy, G., and Von Wolff, K.: The Distri- 
bution of Carcinoma as Indicated by 19,908 
Autopsies at St. Stephen’s Hospital in Buda- 
pest (Ueber die Verbreitung des Carcinoms auf 
Grund von 19,908 Sektionen des St. Stephanspitals 
in Budapest). Ztschr. f. Krebsforsch., 1924, xxi, 109. 


Carcinoma was found in 2,315 (11.62 per cent) of 
19,908 autopsies. If the cases of death occurring 
before the twentieth year of age are deducted, the 
incidence was 13.19 per cent. Of all of the cancer 
deaths, 43.64 per cent were those of males and 
56.36 per cent those of females. 

The most numerous cancers were cancers of the 
stomach in the male, the incidence of which was 
48.96 per cent. These were followed by carcinoma 
of the uterus, with an incidence of 34.85 per cent, 


and cancer of the stomach in the female, with an 
incidence of 20.45 per cent. 

Cancer of the stomach in both sexes and cancer 
of the uterus accounted for half of the entire cancer 
mortality. These were followed in frequency by 
carcinoma of the gall bladder, cesophagus, ovary, 
and breast. 

Most of the cancers appeared between the fiftieth 
and sixtieth years of age. Up to the sixtieth year of 
life, females are affected more frequently than males, 
while after the sixtieth year both sexes are affected 
with equal frequency. In 25 per cent of the cases 
the diagnosis was made first at autopsy. 

The frequency of cancer did not increase during 
the World War. In women, cancer of the stomach 
has decreased but cancer of the uterus has increased. 

Grarr (G). 


Kaiser, J. H.: The Hereditary Occurrence of Can- 
cer Forms (Zum vererblichen Vorkommen von 
Krebsformen). Deutsche med. Wchnschr., 1924, |. 
909. 

The genealogy of a cancer family revealed the 
following facts: 

A man who died of a bladder condition and a 
woman who died of dropsy had five children. Four 
of the children died of cancer (one of cancer of the 
larynx, one of cancer of the inguinal glands, and 
two of cancer of the stomach). The son who died of 
carcinoma of the larynx had nine children, and of 
these, five died of carcinoma (four of carcinoma of 
the stomach and one of carcinoma of the gall blad- 
der), one has pulmonary tuberculosis, and two have 
gastric trouble suggesting carcinoma. 

Of the five sons of the remaining healthy living 
son, one has gastric trouble suggesting carcinoma. 
Of the four children of a daughter who died of can- 
cer of the stomach, two have chronic gastric trouble. 
Of the seven children of the daughter who died of 
cancer of the gall bladder, two have diseases of the 
gall bladder and two a chronic gastric trouble. Of 
the five children of another daughter who died of 
cancer of the stomach, one has chronic gastric 
trouble and one has a cancer of the stomach. 

Grare (G). 


Lamprecht, J.: The Effect on Carcinoma of De- 
composition Products Obtained by Fermenta- 
tion (Die Wirkung fermentativ gewonnener Spal- 
tungsprodukte auf Carcinoma). Dermatol. Ztschr., 
1924, xl, 313. 

This report is based upon twelve cases of skin 
cancer which were either inoperable or in which 
operation was refused. The treatment consisted 
in the injection of the decomposition products de- 
rived from carcinoma by Joannovicz. At first, from 
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1 to 3 c.cm. were injected subcutaneously, but later 
were given also intravenously at intervals of four, 
seven, and ten days. In some of the cases the treat- 
ment caused a local reaction, and in others a general 
reaction. 

In three cases there was complete disappearance 
of the tumor, but this was transitory. In five, the 
results, alter an initial rapid improvement, were un- 
satisiactory. In three cases there was improvement 
followed by absolutely refractory behavior of the 

umor. 

; The best results were obtained with the frac- 
tionally sterilized preparations. Those filtered 
through Reichel filters or sterilized by the addition 
of carbolic acid were less satisfactory. 

The fact that this form of treatment exerted an 
undeniably curative effect in some of the cases 
demands further investigation along these lines. 

GrarrF (G). 


Ullmann, H. J.: The Management o the Inoper- 
able Cancer Patient. Radiology, 1924, iii, 497. 
Ullmann has found that, in addition to radiation 
therapy, dietetic measures may be used to render 
the patient with inoperable cancer more comfortable. 
In practically all cases of cancer the urine is highly 
acid. The metabolism of a regressing tumor in- 
creases this tendency. By placing his patients on a 
diet causing alkalinity, Ullmann has been able to 
reduce radiation sickness and promote their well- 
being. In general, the diet is restricted with regard 
to meats, eggs, and bread. Vegetables are allowed. 
The author includes in his article a list of acid- 
producing and alkali-producing foods. The drinking 
of large quantities of orange juice is urged. 
Anorexia and inability to digest foods can be 
readily overcome by administering pancreatic ex- 
tract in doses much larger than those usually given. 
Cartes H. Heacock, M.D. 
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